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NUMBER 4 


SIX CESARIAN SECTIONS, WITHOUT MORTALITY.* 


BY J. F. BALDWIN, A. M., M. D., COLUMBUS, O. 
Surgeon to Grant Hospital, etc. 


Case I—Mrs. W., aged 24; weight, 100 pounds; height, 4742 
inches; patient of Dr. Heeter, of Columbus, is a typical rachitic 
dwarf, having a greatly contracted pelvis: the conjugate being es- 
timated at one and a quarter inches. Her general surroundings 
were bad, as she lived with her husband in a cellar. I saw her 
July 17, 1889. Labor had commenced the evening before; pains 
not hard. Morphine had been given, hoping to delay labor until 
daylight.. The pains, however, increast, and at 2 a. m. it was de- 
cided to delay no longer. The operation was made at her home. 
chloroform being given by Dr. Nash, while Drs. E. J. Wilson, 
Leeper and Kistler assisted. The abdomen was opened in the 
usual way, a rubber tube thrown around the cervix and drawn 
tightly, the uterus opened longitudinally, the incision being torn 
larger as needed, a leg graspt and the child delivered. The womb 
was then lifted out of the abdomen, the cervix transfixt by knit- 
ting needles, and the* operation completed in the typical Porro 
manner. The patient was moved upstairs the next day. Con- 
yalescence was prompt in every way, and the case was dismisst 
at the end of three weeks. The child weighed seven and a half 
pounds, and was nurst by the mother as if delivery had oc- 


curred in the usual way. 


According to the statistics of Dr. R. P. Harris, of Philadel- 
phia, this operation was the ninth among American Porro oper- 
ations, and the third successful one. It was the first Porro oper- 
ation in Ohio. 

Case II.—Mrs. McC., of Columbus; aged 29; patient of Dr. E. 
J. Wilson; was at full term, and had been in labor for ten hours. 
Membranes ruptured and os thoroly dilated. Two and a half 
years previously she had been delivered at full term after crani- 
otomy, and had been left with a vesico-vaginal fistula. The head 
failing to engage, Dr. Wilson had applied forceps, but without 
avail. Under the circumstances Cesarian section was clearly in- 
dicated, and the patient was at once transferred to the Wash- 
ington Avenue Hospital for operation. 

On May 8, 1900, chloroform was given by Dr. C. M. Shepard; 
Dr. E. J. Wilson assisted and Drs. Taylor, Chapman and others 
were present. Abdominal incision was made, as usual, but with 
a transverse incision of the uterus. A knee, which immediately 
presented, was seized and the child quickly delivered. The in- 
cision was closed with chromicized catgut, the Fallopian tubes 
being removed into the horn of the uterus. Incision was closed 
with thru-and-thru silk-worm-gut and wire.* The child, a male. 
cried lustily at once, and with its mother left the hospital in 
about two weeks. 

Case III.—Mrs. W.; Columbus; aged 32; married two years; 
markt deformity of pelvis; external conjugate, as measured by 
Dr. E. J. Wilson, six and‘a quarter inches. 

On September 17, 1900, the patient was removed to Grant 
Hospital, after having been in labor for about twelve hours. Op- 


eration at 3 p. m.. chloroform by Dr. Shepard; assistant, Dr. Chap- 


man. Dr. E. J. Wilson and a number of other physicians were 
also present. Operation was precisely as in case II. The placenta 
lay directly under the incision. The child was slightly asphyx- 
iated; was a male of average size and thrived from the first. 
Patient left the hospital in three weeks. 

Case IV.—Mrs. E. K., of Centerburg, O,; patient of Dr. Mer- 
timan; aged 28 years; married 18 months; became affected with 
Pott’s disease when four years of age. This resulted in markt 
deformity with great projection forward of the lumbar vertebrae 
and consequent antero-posterior narrowing of the entrance to 
the pelvis.. Had been in labor for twelve hours with no engage- 
ment of the head. The os had dilated to about the size of a 
silver quarter. Patient was in excellent condition and a Cesar- 
jan section was promptly advised. 

February 27, 1902, operation was performed at Grant Hos- 
pital, Drs. Merriman, Kinsel, Wolfe and others being present, 


*This wire is introduced so as to hold the fascia in exact appositi Th 
is so introduced as to Pa beyond each end of the tetielen, gor et it 
thru a gauze pad and is then held by a perforated shot. At the end of ten 
ty wire is cut at one end and below the pad and is withdrawn without 


with the usual assistants of the hospital.‘ The operation was 
made as in cases II and III. The incision opened directly on 
the placenta, which was quickly separated and the child deliv- 
ered by the feet. It was somewhat asphyxiated, but was re- 
stored without any special difficulty; was a well developt female, 
weighing eight pounds. External incision was closed with cat- 
gut for the peritoneum, thru-and-thru silk-worm-gut and wire. 
She left the hospital in three weeks. 

Case V.—Mrs. F. M., Columbus; patient of Dr. M. T. Dixon; 
aged 34; married ten months; had always enjoyed good health, 
and had gone to full term without any indications of trouble.’ 
She had been in labor eight days! Pains at. first were more or less 
irregular, but at times were quite severe. The waters had been 
broken about 36 hours. Dilatation of the os had taken place very 
slowly, but at the time of consultation, 3:30 p. m., was nearly 
complete. There was no engagement whatever of the head. The 
child was evidently large. The tissues of the vagina at this time 
were swollen, and the vagina itgelf hot. Temperature was good, 
but pulse somewhat accelerated. As the friends were naturally 
opposed to any operation a little further delay was advised. At 
7:30 p. m., Drs. Loving and E. J. Wilson were also called in con- 
sultation. At this time patient’s temperature was 100 degrees; 
pulse, 114; other conditions just as at the previous visit. There 
had been severe pains, but no progress. Dr. Wilson being still 
hopeful that delivery might-be accomplisht with a little delay 
and with forceps, the consultation closed with the understanding 
that if no progress was made by 11 o’clock, operative procedures 
should be instituted. At 11 p. m., conditions were ‘unchanged, 
but the pulse had risen to 132, the vagina was more swollen, and 
the tissues of the cervix were becoming edematous. The patient 
was at once sent to Grant Hospital for Cesarian section. 

April 4, 1902, at 1 a. m., operation was made with the usual 
hospital assistants; Drs. Dixon, Wilson, Wilcox and others pres- 
ent. The usual operation was made. The child was a female, 
weighing ten and a half pounds, and was resuscitated with 
some little difficulty. One ovary, which contained a dermoid 
cyst, about as large as a goose-egg, was removed. Incision was 
closed with thru-and-thru silk-worm-gut, and wire for the fascia. 
Except for the development of a mild uremia, which made us 
anxious for a few days, recovery was entirely uneventful and 
mother and child left the hospital in three weeks. 

Case VI.—Mrs. R. K., Columbus; patient of Dr. E. J. Emer- 
ick; aged 23 years; married 3 years. Thirteen months ago pa- 
tient was delivered, after labor lasting two and a half days, of 
a mutilated child. Until craniotomy had been made it was im- 
possible to get the head to engage. The pelvimeter showed a 
general contraction of the pelvis, but this contraction was most 
markt in the antero-posterior diameter, the external measure- 
ment of which was only six and a half inches. Patient was in 
hard labor for eight hours, but without any engagement of the 
head. The child was evidently of good size, and it was clear that 
delivery thru the natural passages would be impossible. The 
patient was therefore taken to Grant Hospital for operation. 

Sept. 1, 1901, 2 p. m., Drs. Emerick, Wolfe, Moore and others 
present (and the usual hospital assistants); operation was done 
as in the other cases, but with longitudinal incision of the uterus. 
The placenta, which was directly under the incision, was easily 
separated and the child removed. Incision was closed with thru- 
and-thru silk-worm-gut and wire. The child was easily resus- 
citated; was a female weighing seven pounds. Convalescence 
was somewhat delayed by a little infection, but mother and child 
left the hospital in excellent condition in less than four weeks. 


CONCLUSIONS. 

The indications for the Cesarian section in these cases were 
entirely clear, and the results, in the entire absence of mortality, 
either maternal or fetal, and of any serious morbidity, all that 
could be desired. The technic of the Porro operation was that 
which was advised at that time by Tait and others. Were I to 
have a case today in which, for any reason, it seemed best to 
remove the uterus, the operation. would be made by the usua. 
method of abdominal hysterectomy, with immediate closure of 
the incision. Sepsis, or the presence of tumors, would be the 
usual indications for hysterectomy. 

While the surgeon should not render a woman sterile without 
the knowledge and assent of both herself and husband, I do not 
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feel that it is right to subject a woman a second time to a Cesar- 
jan section except at her own expresst desire. If possible the 
matter should be presented to them before labor sets in, when 
she and her husband can discuss it thoroly. In all of the cases 
here reported (and in most of them there had- been this oppor- 
tunity for previous consultation), the parents were decided in ex- 
pressing their desire to have sterility induced by removing the 
tubes. 

In closing the uterine incision, and in the rest of the pelvic 
work, I uniformly used chromicized cat-gut No. 1. This is amply 
strong, ties easily, and will last three or four weeks. There are 
well-known objections to non-absorbable ligatures and sutures. 

Columbus seems to have been somewhat unfortunate in the 
mortality of its Cesarian sections. So far as I have been able to 


-learn from careful inquiry, there have occurred in this city, dur- 


ing the last quarter century, only six other Cesarian sections, in 
all of which maternal death occurred promptly. None of these 
cases have been reported, and the exact cause of death of most 
of them has not been learned. Putting all the cases together, 
therefore, Columbus has had an average maternal mortality of 


50 per cent. 
THE LATENCY OF ANNULAR CANCER OF THE COLON. 


BY J. C. REEVE, M. D., DAYTON, O. 
Surgeon to St. Elizabeth’s Hospital. 


Probably nine practitioners in ten if askt whether subjects 
of malignant narrowing of the colon were disturbed in their 
health would reply “very much so.” And yet the reverse is often 
the truth. When a patient is suffering from recent or subacute 
obstruction of the bowels the tendency naturally is to eliminate 


“malignancy becausé his immediate illness is of short duration. 


But this ground is not tenable, as the following briefly-stated 
cases show, and tho they are few in number, it is believed they 
are not exceptional, and could be added to by any clinician: 

Case .I.—H., aged 45, Covington, O., was a robust farmer, 
whose only ill health (previous to obstruction) was constipation, 
not constant, and only at times requiring fairly energetic physic. 
He was engaged in his usual work until three weeks before his 
death. During these three weeks the patient said he had no 
passage from bowels; his attendant was certain he had not had 
during the last two weeks. But until the last two days of his 
illness there had been no vomiting, no distension; no pain; no 
disturbance of temperature, pulse nor respiration! Two days 
before his death, however, distension became intense, fever ap- 
peared and pain of very moderate intensity was present; but 
vomiting was totally absent, the patient eating with zest till 
the last! Operation revealed an annular carcinoma of the (splen- 
ic) colon, with a few enlarged glands in the mesocolon. The 
finding of the lesion was difficult, and to accomplish it, it was 
necessary to incise the much-distended coil. To the growth was 
attacht (but not by encroachment) another loop, so firmly that it 
could not be detacht without making a considerable rent, and 
this opening was brought outside to serve as a temporary colos- 
tomy. In fact, Nature had made the first steps toward a cure 
by anastomosis, so beautifully accomplisht in Case V; and all 
without the knowledge of the patient or his attendant. He 
died on the third day after operation, : 

Case II.—W. H., Covington, O., a farmer of 52 years. Sev- 
enteen years before he had an attack of “inflammation of bow- 
els,” and ever since that time had chronic diarrhea. He had 
had but little pain, and that only at time of bowel-movement. 
He was otherwise well and at work till twelve days before his 
death, and was not confined to bed and had no regutar medical 
attendant until six days before the end. At the former time ob- 
struction began, and complete obstipation (with much vomiting 
toward the last) had existed for seven to ten days when opera- 
tion was undertaken. Great distension made the discovery of the 
(annular) cancer of the colon, as before, very difficult, and ne- 
cessitated eventration of all the intestines—always a shock in 
itself. A colostotmy as the slightest measure possible was has- 
tily done, but he died in a few hours. 

Case III—Mr_ S., aged 56, of Arcanum, O., was brought to 
hospital for gradually increasing obstruction of the bowels with 
occasional vomiting. Up to a short time before he had passt as 
a well man; and these constituted all his symptoms. They 
seemed sufficient, however, to found a diagnosis of cancer of the 
bowel and a colostomy was decided upon as the only measure 
justifiable. It gave him some slight relief,, but he gradually 
sank until his exitus on the eighth day. 

An undue estimate as to the severity of colostomy may be 
gained from these results. But patients who have suffered for 


several days from obstipation seem to fare very badly the least 
invasion of the abdomen, as might be expected from what we 
know of the general prejudicial effects of constipation. The 
operation is, however, a very sinrple affair upon patients in a 
fair condition and with a definite diagnosis. To have them in 
fair condition it must be undertaken early, or rather, if under- 
taken early, it would not be a make-shift colostomy, but more 
or less of a radical operation. But it is exactly this deceptive 
history shown by these cases which lures the attendant into ten- 
tative measures. 

Case IV.—Miss H., aged 35, of West Milton. The abdomen 
was enormously distended from obstruction by cancer of the 
sigmoid known to exist. Because of «this knowledge operation 
was simple, being confined to the making of a colostomy witi- 
out a disturbing search for the lesion. She survived a year in 
very good health, and with so much improvement of the growth 
that operation for its removal was considered, but before this 
could be carried out she suddenly grew worse and died. Pre- 
vious to the occurrence of obstruction she had only ordinary 
“indigestion,” and was considered well. 

The after-sight of these cases shows, of course, plainly, 
some factors for a long time back attributable to the growth. 
But the point is that these are not serious enough to be related 
in the history, and if there is a change of attendants, very likely 
to be overlookt, or over-shadowed by the immediate predicament, 

Tho clinical and not surgical contribution is the object of 
this paper, it is believed the next case will be of enough interest 
to present entire. : 

’ Case V.—Mrs. T., aged 37, had had five years before a single 
attack of severe colic (pronounced gall-stone by several attend- 
ants), and more than a year back an obscure sickness called 
“typhoidal.’” A tumor was now obscurely felt a little below 
the gall-bladder. Upon operation a malignant growth was 
found obstructing the colon at its union with the cecum, and as 
there seemed to be no secondary growths the excision of the 
cecum with the appendix was begun. Strange to say, tho the 
abdominal walls were at least five inches thick, the parts were 
easily reacht thru the “gall-bladder incision,’ which did not 
reach below the level of the umbilicus. (In all these cases of 
distended colon the parts seem to attain great mobility.) But 
as the work proceeded the mesentery led deep down into the 
pelvis, and shortly it was discovered that four strands of bowel 
entered into the tumor, and it seemed that a large loop of neigh- 
boring intestine was hopelessly implicated. This was very em- 
barrassing, because, in addition to the greater gravity, there 
could be no clue as to which open end was to be united to 
which. But when the growth was entirely removed, but two 
ends of bowel remained, and it was not until some study was 
given the specimen even after the operation, that the matter 
was unravelled, as shown by the accompanying diagram. A fis- 
tula had formed between the distended cecum and the upper part 


of the ascending colon, so that the whole of the latter organ 
had been removed together with the cecum and appendix (ne- 
cessitating the use of over forty hemostats at one time, and a 
ligature for each). A Murphy button was placed between the 
extremity of the ileum, where, of course, the first detachment 
had to be made, and the hepatic flexure. For several days the 
patient did exceedingly well with the one exception of contin- 
uous vomiting. Pulse never was above 75, there was no tym- 
panites, and'flatus passt naturally. As much vomiting can come 
from a moderate gauze packing, this feature occasioned not 
much uneasiness. But the button had not been adjusted en- 
tirely satisfactorily, and on the evening of the fourth day a fecal 
moistening of the dressing was noticed. The leak had appeared 
late enough to permit of the channel being walled off, and symp- 
toms of peritonitis showed themselves for a few hours only. She 
had ample movements by the natural passages from the first 
and thruout, but the discharge from the fecal fistula rapidly iu- 
creast. causing the external wound to open its entire length; and 
at the end of two weeks she died of exhaustion. 

Such natural anastomoses are well known to pathologists 
(Sutton), but the remarkable part is that cancer of the bowéd 
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could grow to the size of a duck egg, occlusion occur, adhesion 
of a neighboring coil take place, and finally perforation with 
natural entero-enterostomy, without more suffering than irreg- 
ular constipation for the previous year with dragging pain near 
the gall-bladder, passing in fact to her acquaintances as a woman 
in health! 

It will now be seen that the first two steps of this natural 
ture had been accomplisht in Case I. 

Case VI.—Mrs. G., of Dayton, aged 68. Only complaint 
previous to the time she was confined to bed was ordinary indi- 
gestion. Careful palpation previous to abdominal distension re- 
yealed no tumor, and several consultants, after distension had 
rather abruptly begun, considered the trouble functional. Symp- 
toms of obstruction came on three weeks previous to her death, 
and were represented by little beyond obstipation, distension 
and painful peristalsis. She declined operation, and autopsy 
showed an annular constricting carcinoma of the lower colon. 

Case VII.—J. W., aged 53, of Chambersburg. Previous to 
partial obstruction, which came on suddenly, cancer of gall- 
bladder had been diagnosed. Incision revealed cancer of liver, 
gall-bladder and colon, but the latter was much compromised, 
and had existed for some time. Operation, which he survived 
but eight days, was confined to freeing some attachments. 

It is of immense advantage to the surgeon to be able to tell 
beforehand, at least within certain limits, what he is to meet 
within the abdomen, especially in such cases as I to IV, where 
the operation must be done in haste and under unsuitable sur- 
roundings. A consideration of the foregoing cases, it is believed, 
will help him, and the physician, to do so; and may lighten the 
search for the obstructing lesion, which itself is a formidable tax 
on the weakened patient’s powers even before the operation per 
se is begun. Of aid in coming to a decision (before obstruction) 
is the observation of Cramer (Muenchener Med. Wochenschrift, 
June 17, ’02), viz.: rigidity of the abdominal walls. 

Of course many cases may be cited in which the course of 
the disease is quite the reverse of these, but that does not lessen 
the diagnostic fact, so contrary to what might be expected, that 
cancerous narrowing may exist for months and to the point of 
complete occlusion without more than the most trifling symp- 
toms. Cancer of this region is more amenable to radical cure 
than in any other part of the body (opus cit.), so that an early 
diagnusis becomes still more desirable. Even at the late hour 
these growths were attackt many were still technically amenable 
to removal, had the patients been stronger. 

Case VIII.—J. S. G., aged 35, tho not having come to opera- 
tion nor post-mortem, may safely be placed in this group, for 
the elimination of all other diagnoses of the small movable tu- 
mor in the right lumbar region is easy, and shall not be dis- 
cusst here. For the last month there has been slight abdomiual 
distension, the last three months some diarrhea, and the nine 
months previous to that only ordinary indigestion. Tho in’ this 
case the early diagnosis is easy because of a palpable tumor 
(relatively early, because made before acute obstruction), it 
shows how little disturbed a patient may be with a cancer of 
a year’s duration, for he discontinues work under protest. Op- 
eration has been declined, and the future course will be watcht 
with interest to see whether the course of the other cases will 
be followed; that is, the course it is the purpose of this paper to 
emphasize, viz.: that a slumbering obstruction may suddenly 
change into an acute one. . 


THE MECHANICAL OR COMBINED PLASTIC AND ME- 
CHANICAL TREATMENT OF RETRODEVIA- 
TIONS OF THE WOMB.* : 


BY MARCUS ROSENWASSER, M. D., CLEVELAND, O. 
Professor of Gynecology in Cleveland College of Physicians and Surgeons. 


Owing to the frequent discussion of the surgical treatment of 
retrodeviations of the womb, the impression js prevalent that the 
mechanical treatment has become obsolete. This opinion finds 
further warrant in the fact that some of the writers of recent 
text-books give the old treatment but passing notice. These 
authorities would relegate the pessary to a very limited sphere 
and advance operative interference to the fore-front. 

{n this paper it is intended to lay special emphasis upon the 
methods of treatment by which the womb is restored to its proper 
place by mechanical or combined plastic and mechanical means. 
Too often are serious operations performed, involving risk to ufe 
or to the integrity of the abdominal wall, when safer and equal- 
A pessary alone, or a 


*Read before the American Association of Obstetricians and Gynecologists. 


pessary rendered more effective by a preliminary plastic opera- 
tion, will answer the purpose in many cases. Guided by my 
experience, I would repress this too strenuous operative ten- 
dency and reverse the teaching by advocating the tentative use 
of mechanical means in properly selected cases, and limiting 
operations to cases for which they are specially indicated. 

The operations to the indiscriminate use of which objection 
is raised are those requiring opening of the peritoneal cavity or 
cutting of the abdominal wall, and are entitled “suspension op- 
erations,” in distinction from those styled “plastic,” which in- 
elude curetage and repair of cervix or vagina. 

For the sake of euphony “retrodeviation,”: “retroversion,” 
and “retroflexion” are used as synonymous terms. The object 
of the treatment is to replace the womb and to support it unt‘! 
it can retain its normal position without further aid. The plan 
of treatment is based upon the character of the displacement. 
The possible efficiency of pelvic massage is not considered, be- 
cause it has not been practist by the writer. . 

We classify retrodeviations into simple and complicated. 
The complicated retroversions are subdivided into those with 
movable and those with fixt womb. 

Of 1055 cases examined in my office for pelvic disease be- 
tween January, 1896, and July, 1901, 233 were backward dis- 
placements of the second and third degree. Cases of the first 
degree were excluded. Twenty-two were simple, 201 were com- 
plicated; 162 with movable, 39 with fixt womb; 107 were exam- 
ined for diagnosis and never returned; 116 submitted to treat- 
men; 63 of the latter, constituting over one-half of the cases 
treated, were selected as proper subjects for mechanical treat- 
ment; they were treated by means of the pessary alone, or the 
vaginal plastic operation was supplemented by a pessary. 

The table herewith submitted contains the details of these 
63 cases. Those in which.the womb has retained its normal 
position a year or more after removal of the support are classi- 
tied as cured; those still wearing a pessary, but relieved of 
symptoms previously complained of, are considered symptomat- 
ically cured. Among these there are a few who probably are 
cured and could dispense with the use of a support, but decline 
to do without because they feel well and do not care to risk a 
relapse. The term improved includes the more recent cases that 
claim to feel better, and those whose improvement is evident. 
but who still decline the plastic operation necessary for a cure. 

The following is a summary of the results: 

Simple (retrodisplacements without complication) 13 
Complicated (with movable womb, 44; with fixt 


Symptomatically Cured ............ 15 


SIMPLE CASES. 


It has been doubted that retroversion, as such, causes any 
symptoms; that it does produce symptoms of its own is proved 
by the almost immediate relief from local and reflex disturb- 
ances after replacement. 

Of interest are the following histories: 

UCASE I—Rosie A., domestic, aged eighteen years. First 
menses at fourteen, regular since. During the past year she has 
been having a tearing pain down the left limb thruout the men- 
strual period; she is constipated; suffers pain to faintness before 
defecation; has constant pain in lower abdomen; has desire for 
food, but is nauseated. Sleep is poor; memory very poor; she 
is very nervous and has constant headaches. She does her work, 
but tires easily, and her limb feels heavy. ‘The uterus is en- 
larged and thickened, dense to the touch, retroverted; the sound 
enters two and three-quarter inches; the cervix is conical; there 
is no discharge. The uterus was replaced by digital manipu- 
lation and a pessary used. One month later the patient reports 
that her last menses were without pain, and fhat all her com- 
plaints have disappeared. Examined eighteen months later the 
uterus is normal in density and position. 

CASE II.—Mrs. M., aged thirty-two years; married thirteen 
years, mother of four children. Her menses are regular without 
pain. There is no vaginal discharge. During the past month 
she has been feeling weak and faint; during the past ten days 
she has had several attacks of severe, sharp pain in the back— 
she “couldn’t turn.” The pelvic floor is slightly relaxt, the 
uterus retroverted in the third degree. The uterus was replaced 
with ease and a pessary fitted. She returned in three days, re- 
lieved of the weakness and pain. A month later she again felt 
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weak and faint; examination disclosed the uterus had slipt over 
the pessary. Immediate relief was afforded by a larger pes- 
sary. 

CASE III.—Mrs. M., aged thirty-three years; has had one 
child, eleven years ago. She had worn a pessary for four years 
for retroversion. During the past five years she had been with- 
out a support, enjoying good health. Three weeks ago she was 
taken with a stinging pain in her left side from the groin to the 
region of the heart; there was pain in the chest and backache. 
The uterus was found retroverted; it was replaced and her old 
pessary was again used. I quote her report on the following 
day: “I felt better on arriving home yesterday, and feel decid- 
edly relieved today.” - She has continued well the past six 
months, still wearing the pessary. 

Numbered among the improved cases is one that demon- 
strates the consequences of reckless operating in simple retro- 
version. It is the only case in which any operation was per- 
formed: 

CASE IV.—Miss C., of Akron, school teacher, aged twenty- 
seven years. She went to a sanitarium because she was ‘“‘gen- 
erally run down and had a poor appetite.” Four days after her 
arrival, without previous attempt to replace or support the 
uterus, the Alexander operation was performed by a skilful 
surgeon. She remained in the sanitarium for twelve weeks. On 
her return a local physician was obliged to put in a pessary to 
enable her‘to walk any distance—a difficulty she had not exper- 
ienced before her operation. When seen by me she was very 
nervous; unable to concentrate her mind; sleepless. She had 
been for five months without a pessary, but felt that she must 
wear one again to facilitate walking. The uterus hangs low in 
the pelvis, in the first degree of retroversion. The right kidney 
is movable. A retroversion pessary and an abdominal supporter 
affords the desired relief. 

Simple retroversion is not as rare a condition as some would 
have us believe. ‘The failure to replace a womb, especially under 
anesthesia, is often interpreted as positive evidence of its fixa- 
tion by adhesions. The womb may, however, be wedged in be- 
tween the uterosacral ligaments, simulating a fixt uterus. The 
differential diagnosis between a womb thus wedged in and one 
that is bound down by adhesions is sometimes impossible. I 
have been thus deceived in a number of cases in which abdom- 
inal section disclosed the non-adherence of the uterus, which 
had seemed fixt at the time of the bimanual examination. In 
the following case this error was fortunately discovered in 


time: 

CASE V.—Miss W., aged twenty-two years, seen in 1895. 
She had met with an accident six years previously; since that 
time she has been ‘subject to frequent hysteric spells and is sub- 
ject to a feeling of fear when left alone. Her extremities are 
always cold. There is a prefuse mucous vaginal discharge. She 
has a constant pressure in the pelvis, as of some obstruction to 
bowel movement. During the past six weeks she has been con- 
fined to bed. Examined under ether the retroverted uterus 
cannot be dislodged by manipulation or sound, and is considered 
adherent. She was prepared for curetage and ventrofixation. 
While _ dilating the cervical canal the uterus suddenly became 
freely movable. The laparatomy for which she had been pre- 
pared was abandoned; the uterus was easily replaced and sup- 
ported by a pessary. The improvement was markt and rapid. 
She has since acted as nurse, has done general housework, and is 
now on her feet all day clerking. She still wears her pessary, 
preferring to take no chances of relapse. 

A retroverted womb uncomplicated by pelvie*disease, wheth- 
er producing symptoms or not, should be replaeed and properly 
supported. When the symptoms are due to the displacement. 
but the patient cannot or will not wear a pessary, or when the 
pessary, tho well fitted, fails to maintain the womb in the nor. 
mal position, a suspension operation is indicated. 


COMPLICATED RETRODEVIATION. 


Retroversion is generally associated with other pathologie 
- eonditions, such as pelvic inflammation, endometritis, subinvolu- 
tion, laceration of the cervix, prolapsus uteri, prolapst diseased 
ovary or ovaries, relaxt vagina, lacerated perineum. The com- 
plications are the causes of much of the suffering that was 
formerly attributed to the displacement. 
When retroversion constitutes only one of the links in the 
chain of injuries caused by parturition, replacement and support 
-alone do not suffice. The operations, singly or combined, of 
curetage, trachelorrhaphy, resection of the vagina, as may be 
indicated by the nature of the case, are essential preliminaries 
to the restoration of the womb to its normal place. The com- 
plications being first overcome, a pessary can now be used in 


enlarged to the size of a walnut. 


the manner recommended for uncomplicated cases. If the pes- 
sary prove ineffectual or the patient will not or cannot bear it, 
one of the operations for suspension of the womb becomes une- 
cessary. 

Good judgment must be exercised in determining the char- 
acter and scope of the surgical intervention. It has been my 
custom to perform those operations only that do not involve 
opening of the peritoneum, whenever it seemed probable that‘ a 
pessary could subsequently keep the womb and appendages in 
good position. To be more explicit: Given a movable, retroverted 
uterus, with prolapst, enlarged, engérged ovaries, lacerated cer- 
vix, and relaxt perineum, I do the uterine and vaginal plastic 
work only at this operation. After two or three months the 
womb is replaced and a pessary fitted. The suspension oper:- 
tion is reserved for the cases that are not practically cured by 
the means mentioned, and for those in which the appendages 
are diseased sufficiently to require opening of the peritoneal 
cavity on their own account. 

CASE VI.—Mrs. O., aged forty years, mother of two chil- 
dren, the last nine years old. Her menses are regular, without 
pain; she has had “falling of the womb” since her first confine- 
ment. “Things feel as if coming away from. below.” She has 
worn a support, but it has done no good. A prominent specialist 
has proposed removal of an ovary, ventrofixation, and vaginal 
repairs. 
is lacerated, its anterior lip is greatly hypertrophied, projecting 
from the vagina like a fibroid polyp; the uterus is retroverted, 
three and one-half inches deep; the right ovary is prolapst and 
The patient readily consented 
to my proposal to curet, amputate the anterior lip, and repair 
the cervix and perineum. Six months later the uterus was re- 
placed and a pessary fitted. She continues wearing the pessary, 
the enlarged ovary cannot be felt, and she enjoys better health 
than she ever did in her life. 

When retroversion is complicated by aggravated prolapsus 
uteri, reconstruction of the relaxt pelvic floor, together with sup- 
port by the pessary, does not suffice. Intra-abdominal pressure 
will in time overcome all resistance from below; it is, therefore, 
essential to success that the vaginal plastic be performed simu!- 
taneously with the suspension operation, or in some cases with 
hysterectomy. 

In many instances the womb is bound down by adhesions, 
or it is included in a mass of exudate, or it is crowded back by 
a tumor. The inflammation or the tumor constitutes the dis- 
ease, of which the retroversion is not a link, but merely an in- 
cident; hence the treatment is directed to the relief of the peri- 
tonitis or to the removal of the growth. Fixt uteri are treated 
as part of, or as consequence of, the pelvic inflammation, not as 
displacements. With but few exceptions the replacement and 
retention of the womb become a subordinate part of the opera- 
tion, which may be indicated for the removal of the growth or 
of the diseased appendages. 

In exceptional cases of pelvic inflammation after the subsi- 
dence of all acute symptoms, prolonged treatment by tampons 
or by pelvic massage effects absorption of adhesions and facili- 
tates replacement and ultimate cure by pessary. Adhesions may 
also be absorbed during pregnancy. 


SUSPENSION OPERATIONS. 


Operations for suspension or fixation of the womb invoive 
opening of the peritoneal cavity, and cannot be said to be free 
from danger. The original Alexander operation may not pene- 
trate into the cavity, but it opens the layers of the abdominal 
wall, and is known to have been occasionally followed by her- 
nia. - Ventral and vaginal fixation add the possibility of dystocia 
to other risks. 

The increasing variety of these operations, the frequent 
shifting from one method to another, and the discovery of their 
respective defects and shortcomings are sufficient proof that we 
have not yet attained our ideal. They are not always cures. 
Quite a few are either immediately or ultimately partial or total 
failures, rendering necessary the wearing of a pessary despite 
the operation. Remembering that we are still in the experi- 
mental stage, and that they become necessary in only about one- 
third of the cases selected for treatment by mechanical means, 
it seems to me we ought not to perform the suspension opera- 
tions simultaneously with the plastic, but at a later period, after 
the failure of the safer methods, unless other pelvic conditions 
make abdominal or vaginal section imperative. 


THE RETROVERSION PESSARY. 


Many surgeons and some gynecologists, lacking the neces- 
sary patience and possibly the time, have learned to “short-cut” 
all intricate problems and regard the advocate of the pessary 
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with a look of pity mingled’ with derision. To command the 
best results from this simple device often requires more diag- 
nostic ability and longer experience than does the concomitant 
plastic operation, and it requires as much mechanical skill. J 
would sooner trust the tyro with the technics of an operation 
of which he can imitate the successive steps, than with the pro- 
cess of moulding, fitting and placing of a pessary which ke 
eannot copy because it is invisible. The pessary is no more an 
instrument to be used by the inexperienced than is the uterine 
sound or the catheter or the obstetric forceps. 

The purpose of the pessary is to elongate the relaxt vagina 
by lifting the posterior vault, which in turn draws back and 
holds the cervix in its normal position. Made of hard rubber 
or celluloid, moulded to fit, and worp under proper supervision, 
it is clean and safe. The patient does not realize its presence 


. jn the vagina, and can continue wearing it for years with perfect 


comfort. It does not interfere with sexual relations or with 
conception, and causes no dystocia. 

It is urged against the pessary that the number of cures is 
small; that it does harm by distending the vagina; that by becom- 
ing incrusted it leads to ulceration; that by pressure it aggra- 
vates irritated or inflamed organs; that it is not clean; that it is 
‘too annoying, and its use too long drawn out to deserve consid- 
eration in comparison with the neat, rapid and safe surgical sub- 
stitutes of today. 

Seventeen per cent of my cases treated by the pessary have 
been cured; 24 per cent have been symptomatically cured; 41 per 
cent have been improved, and only 18 per cent have been total 
failures. The time required for cure has varied from one month 
to twelve, years; the average time was two years and nine 
months. This is an emphatic contradiction to the assertion that 
unless a pessary effects a cure in three months it will not cure 
at all. The pessary that unnaturally distends the vagina is a 
misfit. The length of the posterior vaginal wall and the width 
of the vaginal vault should be our guide. The pessaries, as 
manufactured, are too short in proportion to their width and 
sharp pelvic curve. More length, less ‘width, and more gentle 
curve are needed. A virgin may require a longer instrument 
than a multipara. I consider it a misfit to introduce a pessary 
into the vagina without having replaced the uterus; or to place 
a pessary so that the upper bar compresses a prolapst ovary 
against the sacrum; or to place one so that it crowds up against 
a pelvic exudate mistaken for a retroflext uterus. Abuse of 
this kind will soon cause discomfort sufficient to prejudice pa- 
tient and doctor against further effort. The fault lies not with 
the pessary, but with the directing hand behind it. Neglect may 
lead to ulceration or to incrustation, or both. Removal once ia 
three months, or sooner on complaint, and a daily alkaline 
douche, constitute all the annoyance to the patient; by three 
or four examinations a year, after the pessary has been once 
well fitted, the attendant will have complied with the require- 
ments of supervision. Pregnancy took place in fourteen patients 
while wearing a pessary. When the womb had risen into the 
lower abdomen, which is usually between the fourth and fifth 
months, the pessary was removed. 


THE PESSARY AND THE SUSPENSION OPERATIONS. 

The pessary and these operations are not opposing, but sup- 
plementary methods. Each has its distinct indication. The 
pessary is to ke first used to-support the replaced uterus; the 
operation is limited to cases in which the carefully fitted pes- 
sary has failed. The mistaken use of the pessary can be cor- 
rected; a wrong operation cannot be undone. Delaying the oper- 
ation involves neither hardship nor risk to the patient, but may 
redound to the credit of the surgeon. In view of the pres- 
ent imperfect status of suspension operations I submit the fol- 
lowing 

CONCLUSIONS. 


1, A retroverted womb uncomplicated by disease should be 
replaced and supported by a_pessary. 

2. Retroversion complicated by diseased’ womb or impaired 
pelvic floor, the womb being movable, requires preliminary plas- 
tic operation to restore the normal condition before using a me- 
chanical support. 

8. Suspension operations should not be done simultaneously 
with the plastic, in face of the probability that a pessary can 
sustain the womb in position. 

4. Retroversion complicated by aggravated prolapsus _re- 
quires simultaneous plastic and suspension operations to effect 
& cure, 

5. The treatment of retroversion with fixt womb is that for 
Pelvic inflammation. Whenever the latter requires laparatomy 


or colpotomy, the retroversion becomes subject to such surgical 
treatment as may be best suited to the particular case. 

6. Retroversion, simple or complicated, in which mechani- 
cal support and plastic operation have failed to cure or to relieve. 
and in which the symptoms demand relief, constitutes a proper 
indication for a suspension operation. 


“WALKING APPENDICITIS”—WITH PERFORATION. 


BY L. L. SYMAN, M. D., SPRINGFIELD, O. 
Chief Surgeon of the Detroit Southern Railroad. 


We are now familiar with “walking typhoid’; that a pa- 
tient near to death from perforative appendicitis may also be a 
“walking case” is shown by the following:— : 

On April 16 last, my attention was called to the unusual 
pallor of the face of Mr. C. W.—,the chief clerk at the Arcade 
Hotel, then on duty at the desk. Upon asking him if he felt ill 
a negative reply was given, but on account of his appearance 
I decided to make an examination, and sent him to his roum. 
This was at eleven A. M. He weighed about two hundred pounds. 
was about five feet nine inches in height and had always been 
in good health, age 36. His temperature was 102, and he had 
a very thready pulse of 136. He stated that he was feeling all 
right then, and had for the last three days, but that for three 
weeks previously he had been suffering with a severe pain in 

the right side. so severe that he had to stoop to that side to 

get relief. This pain had left him five days previous to my visit, 
after being exceedingly severe the night before. An examina- 
tion of the abdomen revealed a great amount of tympanitis and 
a tender place in the region of McBurney’s point extending to 
the umbilicus. There was absence of tumor. Outside of the 
pain and constipation no subjective symptoms were given. While 
examining him he had an evacuation which consisted of soft, 
yellow matter and pus. 

A diagnosis of ruptured appendicitis was made and imme- 
diate operation decided upon. He was sent to the city hospital, 
and at two o’clock the abdominal incision was made by my col- 
league, Dr. D. W. Spence. About a pint of very fetid pus was 
found in the abdomen, and everything bound down by adhesions. 
With the exception of about an inch the entire appendix had 
slought away and the mesentery for a space about four inches 
in diameter was gangrenous. There was a perforation a half 
inch long on the inner side of the ascending colon three inches 
below the valve, and the bowels were very deeply injected. The 
stump of the appendix was removed and the diseased mesentery 
very carefully dissected away. The perforation in the bowel 
was closed with chromicised catgut, and the cavity thoroly 
washt with salt solution. The patient rallied from the opera- 
tion, but the next night the heart became much weaker and the 
patient died at 3 o’clock. 

I call the attention of the profession to this case from the 
fact that notwithstanding this patient's condition he was stand- 
ing at his work and made no complaint of any suffering, and 
had spoken to no one of feeling bad, nor had he even consulted 
a physician. Perforation had probably taken place five days 
previously to the time I first saw him. 


REPORT OF CASES OF SURGERY OF THE THYROID BODY. 


BY JOHN CHADWICK OLIVER, M.D., CINCINNATI. 


Professor of Anatomy in the Miami Medical College; Professor of Clinical Sur- 
gery in the Woman’s Medical College. 


Diseases of the thyroid body calling for surgical interven- 
tion are by no means common in this, locality, nor does there 
seem to be any portion of the United States in which goiter is 
an endemic condition. Certain parts of England (Derbyshire) 
and of Switzerland (Cantons of Berne and Fribourg), seem to 
possess the conditions most favorable to the production of this 
disease. Careful investigation of the local conditions fails to re- 
veal any clear and distinct cause for this unusual prevalence of 
the disease. Berry (Disease of the Thyroid Gland, page 71) says: 
“Summing up, there can be no doubt that climate and atmos- 
pherie conditions have little or no share in the causation of goiter. 
That want of air and sunshine has absolutely nothing whatever 
to do with it is equally certain. Habits, such as carrying 
weights on the head, voilent exercise and the like, play but a 
secondary part in the production of the disease. That heredity 
is the cause of goiter is extremely doubtful. Intermarriage has 
certainly no share in its causation.” “That there exists some 
definite relation between endemic goiter and some poison in the 
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soil upon which it is found is tolerably clear, and there can be 
no doubt that in the vast majority of cases drinking water is the 
vehicle by means of which that poison obtains access to the body. 
Such water is usually, if not always, derived from calcareous 
soils, but it is probable that the goiter producing poison is not a 
salt of lime or magnesia. It has not yet been proved satisfacto- 
tily that any salt of iron is the essential constituent. The same 
may be said of micro-organisms.” 

What little personal observation I .have been able to make 
convinces me that in this country, at least, locality, social sta- 
tion, heredity and age are not important factors in the etiology 
of the disease. 

From a surgical standpoint the chronic affections of the thy- 
roid calling for possible surgical intervention are four—paren- 
chymatous goiter, cysts, exophthalmic goiter and malignant dis- 
ease of the thyroid. I have had no personal experience in the 
surgical treatment of the exophthalmic variety. The cases 
herewith reported have some points of unusual interest, and are 
therefore worthy of being placed upon record. 

CASE I. Eva §S., aged twelve, had been afflicted with an 
enlargement of the right side of the thyroid body for seven 
years. She was referred to me by Dr. Robe of Peebles, Ohio. 
The superior thyroid artery passt in an oblique manner from 
above, downward and inward over the mass, and could be seen 
pulsating. Palpation of the enlargement conveyed the impres- 
sion that the growth was cystic. A curved incision beginning 
in the median line and going down to the upper part of the ster- 
num, then curving to the right and up to the top of the tumor, 
was made. The muscles were divided and turned back. The 
cystic character of the growth was now very apparent. Furth- 
er investigation disclosed the fact that there was but one large 
cyst. This was rapidly enucleated after the superior thyroid 
artery was tied. Ligation of this vessel was necessary in order 
to prepare a safe approach to the gland. After enucleation the 
tissue of the thyroid was brought together by sutures (catgut). 
The muscles were sutured, and the external wound closed tightly 
with a sub-cuticular silk-worm-gut suture. This patient had an 
enlarged heart, with an inconstant murmur, but there was no 
exophthalmus. Union took place by primary intention, and 
the patient returned to her home much improved in appearance. 
There were no unpleasant complications in this case beyond a 
pretty smart hemorrhage during the enucleation of the cyst. 

CASE II. Mrs. P., was a fleshy, short, thick-neckt woman, 
aged twenty-eight, with an enlargement of the left lobe of the 
thyroid gland, extending from the sternum to the angle of the 
jaw. This had been present for ten years. The patient at- 
tributed the condition to an attack of scarlet fever she had had 
shortly before this. She had been treated for three months by 
an osteopath, who religiously rubbed her neck each day. The 
growth seemed to grow away from the trachea, and there were 
no symptoms of pressure upon that organ, altho her voice had 
becon e somewhat strident. She complained more of the deform- 
ity than of pressure. She had no exophthalmus or irregular 
heart action. Her general condition was excellent. The dan- 
gers of operation were fully explained to her, but this did not 
deter her from desiring its removal. In this case the bulk of 
the tumor seemed to be cystic. 

She was operated upon March ist, 1902, at Christ’s Hospital. 
An incision from the angle of the jaw down along the inner edge 
of the sterno-mastoid muscle was curved at the base of the neck, 
so as to reach the median line just above the sternum. It was 
then continued along the median line for an inch and a half, 
When the proper capsule of the gland was reacht a knife was 
plunged into the organ and exit given to several ounces of blood- 
stained, grumous fluid. This did not materially diminish the 
size of the mass, and the,finger introduced into the cavity show- 
ed a very considerable mass of thyroid tissue present. In view 
ef this an excision of the lateral half.of the thyroid was made. 
The wound was sutured tightly with a subcuticular suture of 
silk-worm-gut. The patient sat up on the second day, and went 
home well in the ninth, the stitches being removed on the sixth 
day. 

CASE IIl. Miss S. R., aged forty-three, had noticed an 
enlargement on the right side of her neck for eighteen years. 
She was not absolutely sure but that it might have been there 
longer. During this period of time the patient had tried iodine. 
arsenic, thyroid tablets and all medical suggestions coming from 
any source, but absolutely without benefit to the condition. She 
consulted me with the idea of having the mass removed. In 
this case there were slight pressure symptoms, but, as in the 
previous case, the main complaint was of the deformity. She 
was fully enlightened as to the character and seriousness of the 


operation. She chose to run those risks in order to be rid of 
the deformity. 

On the 28th of September, 1904, a crescentic incision, with 
the concavity upward, was made over the mass, After the in- 
frahyoid muscles had been divided a search was made for the 
superior thyroid artery in its usual locality. It was not found 
at the outer, upper angle, but was very unexyectedly ruptured 
at the inner upper angle. Investigation showed that the su- 
perior thyroid artery came from the left carotid, passt across 
the trachea and entered the gland in the situation mentioned 
above. The superior thyroid vein was tied separately. The 
capsule of the gland was readily reacht by blunt dissection. It 
was now seen that the goiter was composed of two masses, one 
on top of the other. In attempting to isolate the upper mass, 
the inferior thyroid artery was ruptured at the inner lower angle 
of the gland. All visible venous channels were ligated, and 
the upper of the two masses was thus liberated.: As the finger 
was carried around the mass another artery was ruptured deep 
down near the outer lower portion of the mass. This vessel 
could not be pickt up readily, so pressure was used for its tem- 
porary control. When the mass could be brought up into the 
wound it became apparent that the anterior mass was the left 
lobe of the thyroid displaced to the right of the trachea. This 
information explained the curious distribution of the arteries, 
The isthmus, instead of running across in front of the trachea, 
ran antero-posteriorly from the superimposed left half of the 
thyroid to the subjacent right half. The isthmus was now di- 
vided, and the left half of the gland removed. We had already 
ruptured the inferior thyroid artery going to the remaining right 
half of the gland, but had not as yet secured the vessel. The 
bulk of the right half seriously interfered with the clamping of 
this vessel. It now developt that the remaining right half of 
the gland was cystic, and evacuation of the contents of this cyst 
permitted the ready control of the inferior thyroid artery. The 
interior of the cyst was curetted, and the remaining portion of 
thyroid tissue whipt together with catgut sutures. 

The operation was an exceedingly severe one, and the loss 
of blood was very great, yet the patient rallied quickly from 
shock, and made a very excellent recovery. 

This case is, I believe, unique in that both lobes of the thy- 
roid gland were on one side of the neck. A personal correspond- 
ence with Mr. Berry corroborates the above statement, so far as 
his investigation goes. This was one of the most embarassing 
operations it is possible to imagine, because of the fact that 


blood vessels were apparently all misplaced. One could not, by’ 


any known means, have suspected the condition that was found, 
and hence the troubles described above arose in the course of 
the operation. 

CASE IV. Mr. W., aged forty-four, was referred to me by 
Dr. J. M. Withrow, because of extreme dyspnea, associated with 
an-enlarged thyroid. When first seen by me the patient was 
searcely able to breathe. Each breath gave rise to a high-pitcht 
tubular sound, indicating extreme pressure upon the trachea. 
The history of the case and the physical characters of the growth 
made it apparent that we were dealing with a malignant growth 
of the thyroid. In view of the man’s desperate condition it 
seemed permissible to make an effort to relieve the pressure, 
which object might be accomplisht by the removal of the ma- 
lignant growth. 

With this object in view ‘the patient was givtén chloroform, 
which he took quietly for about a minute, and then suddenly 
raised up upon the operating table gasping and fighting for 
breath. All attempts to restrain him were futile, because of 
the hunger for air that he experienced. He was fighting des- 
perately for life. During this time an attempt was made to 
force his jaws open in order to insert a tube into the air passages. 
Rigidity of his muscles was such as to render this attempt fu- 
tile. In view of the apparent imminence of dissolution a hasty 
incision was made in the median line, the tumor mass was cut 
thru and the trachea opened. This gave him relief from the 
dyspnea. The tumer mass was rapidly scoopt out with a sharp 
spoon thru lateral incisions made for this purpose. Hemorrhage 
was very free, but was finally checkt by means of pressure for- 
ceps and hot gauze packing. The patient was returned to bed 
in very good condition. His breathing was much improved, and 
he expresst himself as feeling very much more comfortable. 

The following morning he was seized with a severe attack of 
dyspnea in spite of the fact that a long tracheotomy tube was in 
position. This attack was relieved by removing the tracheoto- 
my tube and inserting a large-sized hard rubber catheter deep 
down into his trachea. This was left in position, and the pa- 
tient again became quite comfortable. The patient died very 
suddenly the following day. He had had no further attacks of 
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' striation, but the flow was more profuse than ever before, and 


_ bected that she was having an abortion, so he gave her an anes- 
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dyspnea and seemed to be doing very well up to the minute of 
death. 

Post-mortem examination failed to reveal the cause of this 
sudden death. The catheter had passt beyond the constricted 
portion.of the trachea, and seemed to be sufficient for purposes 
of respiration. Markt flattening of the trachea corresponding to 
the position of the growth was discovered at the autopsy. Mi- 
croscopic examination of the growth proved it to be carcinoma- 
tous. 

These four cases represent the conditions that will ordinarily 
be found in operations upon the thyroid. The first case may 
possibly have been one of the exophthalmic variety, altho pro- 
trusion of the eyes was absent. It represents the cystic variety 


of goiter. The second case was an example of parenchymatous 
goiter. The third is the most interesting of the cases, because 


of the peculiar ‘anomaly present. The fourth represents malig- 
nant disease affecting the thyroid body, a class of cases not 
amenable to surgical treatment. 

There is probably no region of the body which requires such 
care and cautiousness in operative measures as does the thyroid. 
While some of the cases of cystic goiter are easily rectified, the 
majority of all these cases are very difficult ones for operation. 


AN INTERESTING CASE OF TUBAL PREGNANCY; OPERA- 
TION; RECOVERY, 


BY RUFUS B. HALL, A. M., M. D., CINCINNATI, O. 


Professor of Gynecology in Miami Medical College, Fellow of The Ameriean As- 
sociation of Obstetricians and Gynecologists, etc. 


Mrs. H., aged 35, married six years; no children; no abor- 
tions. For two and a half or three years previous to the present 
illness, the patient had suffered from more or less pelvic pain, 
with a catarrhal condition of the endometrium, and deranged 
menstrual function. These symptoms were so markt that she 
was under the care of her physician for local and constitutional 
treatment most of that time. At times her symptoms would 
improve, but at each menstrual period she would have a relapse. 
Occasionally the period would be deferred six or eight weeks, 
and again it would recur at three weeks. 

The patient was brought to my hospital April 30th by her 
physician from a neighboring city. About the 20th of February 
she had.an attack of “crampy pain” in the abdomen, which last- 
ed several hours, and necessitated the use of morphine for re- 
lief. She had not menstruated for eight weeks, and it was 
thought that the pain was due to the approaching menstrual pe- 
riod. This soon manifested itself in a free flow of blood, but 
the pain was not relieved as it had always been before when 
the flow was establisht. The flow lasted two or three days. 
The patient was confined to bed for two or three days, and got 
up with a sore abdomen. This remained quite sore for several 
days, and then gradually improved, until the soreness almost en- 
tirely disappeared. In about three weeks after this attack, 
March 15th, she had a second attack of “cramp pain” in her ab- 
domen, which lasted several hours, and necessitated the use of 
morphine. This pain, like the preceding one, passt off in a few 
hours, after a dose of morphine, leaving the abdomen sore. and 
tender for several days. In a day or two afterward there was a 
free discharge of blood from the vagina. This resembled men- 
there were shreds cast off from the uterus. The doctor sus- 
thetic and explored and curetted the uterus.. But the bleeding 
from the uterus continued to be more. or less free, until after 
the operation. She was confined to bed from this time until she 
entered the hospital. 

A few days before entering the hospital she commenced to 
have the temperature of sepsis, and there was a well-defined 
tumor outlined in her pelvis behind the uterus, and extending to 
her left side. The skin was very pale and moist with perspira- 
tion, the pulse was 120 to 130, and the temperature 101 to 103. 

While the symptoms and the condition present led us to believe 
that the case was one of tubal pregnancy with infected blood 
clot, yet the possibility of a suppurating ovary had to be consid- 
ered. For this reason we prepared the patient for a section in 
case it was found necessary after doing the vaginal section. 
This would determine positively whether we were dealing with 
4 suppurating ovary, and if we were, the operation would end 
after the pus was evacuated. But if the case'proved to be an 
ectopic pregnancy with infected blood-clot the operation would 
be finished as an abdominal section. 

A vaginal section was made May Gth, and a foul-smelling 


packt with a strip of gauze. While the operator was sterilizing 
his hands, the assistants utilized the time in placing the patient 
in position for an abdominal section. The abdomen was hur- 
riedly opened and about two pints of dark, foul-smelling blood- 
clot removed. The left tube was about five and a half inches 
in length, and distended with blood-clet and placental tissue to 
about two inches in diameter at the fimbriated end. The tube 
was not ruptured, but there had been a tubal abortion. Part 
of the placenta was protruding thru the fimbriated end of the 
tube and fresh, bright blood was coming from the tube. The 
patient had recently lost several ounces of blood, as was easily 
shown by the bright red fluid blood, which was mixt with the 
old, dark blood clot. The tube was removed, using catgut liga- 
tures. The blood clot was confined to the pelvis, and to the 
left side of the abdomen. Several coils of bowel and a piece 
of omentum were adherent to the blood clot. 

These coils of intestine were caretully protected with gauze 
pads, and kept inside of the abdomen during the operation, and, 
after cleansing the pelvic cavity thoroly, a long strip of sterile 
gauze two inches and a half wide was carried out into the va- 
gina thru the opening made behind the uterus in the first part of 
the operation. The remainder of the gauze was utilized in 
packing the pelvis full by doubling it upon itself in such a man- 
ner that it could be easily removed from below. The object was 
to fill the pelvic cavity full, and let the intestines rest upon the 
gauze, so as not to come in contact with the infected area. The 
coil of bowel and omentum that were originally adherent to the 
blood-clot were now left resting upon the gauze pack. The ab- 
domen was closed without drainage, and the patient put to bed; 
not, however, until she was transfused with normal salt solution. 
She rallied slowly and convalescence was not establisht until the 
fourth day. The gauze was removed on the fifth and sixth days, 
and the patient made an uninterrupted recovery. 

The difficulty in making a positive diagnosis between tubal 
pregnancy and pelvic suppuration was due to two facts; first, the 
vague history of ruptured tubal pregnancy. The symptoms 
were not well enough defined to make a positive diagnosis, Sec- 
ond, the blood-clot had become infected from intestinal tract and 
the patient had developt sepsis. 

The writer’s past experience convinces him that the technic 
of the operation pursued was exactly the one most desired if the 
case proved to be one of infected blood clot; because we would 
have the vagina practically sterile, and have an opening thru 
into the abdomen so as to protect the general peritoneal cavity 
with gauze and keep the clean intestines out of the dirty field 
until they were well agglutinated together above the gauze and 
thus prevent general peritonitis after the operation. The out- 
come has demonstrated the wisdom of the procedure. 


DYSMENORRHEA.* ‘ 


BY C. L. BONIFIELD, M. D., CINCINNATI, O. 
Professor of Clinical Gynecology in the Medical College of Ohio. 


Dysmenorrhea is a symptom, not a disease, but it often so 
completely overshadows all other symptoms of the disease of 
which it is a manifestation as to present itself to the practi- 
tioner as a distinct entity. 

For the purpose of description efforts have been made to 
classify dysmenorrhea; but no classification yet proposed is 
entirely satisfactory. 

That most commonly employed by authors recognizes the 
following varieties: 

(a) Congestive, 

(b) Obstructive, 

(c) Ovarian, 

(d) Neuralgic and 

(e) Membranous. 

For our discussion of the subject it will be more convenient 
to divide it into (1) uterine, (2) tubal, (8) ovarian and (4) consti- 
tutional. The vast majority of cases of dysmenorrhea may be 
said to be due to local conditions in the uterus or its appendages. 
but there are cases where no local lesions can be discovered, and 
I prefer for them the more comprehensive term constitutional, 
to the one under which they are usually described, neuralgic. 
First and foremost among the causes of uterine dysmenor- 
rhea I would place lack of development. The undevelopt uterus 
(infantile uterus it is often erroneously called), has a long. 
slender cervix, and there is usually a sharp flexion forward 
where the body and cervix join. A pin-hole os may also be 
present. The small calibre of the cervical canal, further re- 
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duced by the flexion, may offer a mechanical obstruction to the 
exit of menstrual fluid, causing it to be expelled by painful con- 
tractions of the uterus. That this, however, is not the sole cause 
of the dysmenorrhea in these cases is conclusively proven by 
the fact that it is not unusual for them to menstruate painlessly 
for months or years, the dysmenorrhea only manifesting itself 
after an endometritis has developt. The deformity of the uterus 
predisposes it to endometritis, and the endometritis occurring in 
such a uterus produces symptoms of greater severity than it 
would in a normal one, but the deformity does not often pro- 
duce dysmenorrhea without the aid of endometritis. 

Anotber condition of the uterus which gives rise to dysmen- 
orrhea is the “chronic, painful metritis’ of some authors, the 
“subinvolution with endometritis” of others. The uterus is en- 
larged and tender and frequently retroverted or retroflext. In 
such an organ the physiological increase of blood-pressure ne- 
cessary for the menstrual function is a painful process. 

Adhesions of the uterus are another cause of menstrual 
pain as the congestion of the uterus renders them taut. 

Membranous dysmenorrhea is now usually (and I think cor- 
rectly) regarded as an exfoliative endometritis. 

Salpingitis, acute or chronic, may be the cause of dysmen- 
orrhea. Salpingitis is frequently associated with endometritis 
and ovaritis, but oftentimes the disease of the tube is so much 
more severe than the disease of the uterus or the ovary, that 
we can reasonably hold it accountable for the menstrual pain. 


Cystic disease of the ovary as well as chronic inflammation 
and gonorrheal and septic infection may produce dysmenorrhea. 


Prolapsus of the ovary is a rather common cause of dys- 
menorrhea, but as-it is frequently a complication of uterine 
retroversion, the pain is often attributed to the latter and the 
ovarian displacement overlookt or ignored. 

Adhesions of the ovary are also a fruitful source of dys- 
menorrhea. 

Neuralgia has been said to be “the cry of a nerve for healthy 
blood.” 

Constitutional dysmenorrhea occurs especially in the anemic. 
The anemia is most often produced by improper living, insufti- 
cient exercise, improper food, too little sleep. Tuberculosis, as 
is well known by the laity, frequently produces amenorrhea. 
Menstruation may become painful months before it ceases. 

Malaria and syphilis are both important causes of neuralgic 
symptoms which may take the form of dysmenorrhea. 

The treatment of dysmenorrhea is either palliative (the re- 
lief of the pain), or curative (the removal of its cause). Menstru- 
al, like any other, pain can be relieved by morphine; but this 
agent should never be used until all others have failed. When 
one remembers that the function occurs twelve times a year 
for thirty years, he can realize how dangerous it is to relieve 
the discomfort or pain attending it with a drug so seductive as 
morphine. A mixture of atropine and sodium bromide is often 
quite efficient. Gelsemium is also valuable. The coal-tar 
products, phenacetine, antipyrine, etc., sometimes act admirably 
well. Rest in bed and hot applications are always valuable. 
The daily application of boro-glyceride tampons for some time 
before menstruation prevents a good. deal of the pain due to 
premenstrual congestion. The removal of the cause should al- 
ways be accomplisht when possible. An endometritis should be 
cured when present, but for this purpose it is not always ne- 
cessary to resort to local treatment. Proper food and exercise, 
rest during the menstrual period, an occasional saline purge, and 
above all keeping the thoughts away from the pelvic organs, 
will cure many cases in the young and unmarried. 

The undevelopt uterus is best treated by curetage and tight 
packing. The same treatment is applicable to antedeviations. 
Retrodeviations: must be corrected and the uterus maintained in 
position by one of the numerous operations devised for that pur- 
pose. 

Disease of the appendages, be it tubal or ovarian, must be 
dealt with by abdominal or vaginal section. Conservative work 
should be done when possible. A prolapst ovary should be 
stitcht up in position. A tube whose disease is limited to the 
distal end should be resected. Hydrosalpinx may be drained. 

The curative treatment of constitutional dysmenorrhea is to 
be directed to the underlying condition. Malaria calls for qui- 
nine and arsenic; syphilis for mercury and iodide of potassium; 
tuberculosis for change of climate and forced feeding. 

In the anemic iron is of value, but not so valuable as in- 
testinal antiseptics. Salt baths in the morning and as much 
exercise in the open air as can be endured without excessive 
fatigue are useful adjuvants. 


REPORT OF SOME CASES OF FOREIGN BODIES FOUND IN 
THE STOMACH, UTERUS AND BLADDER. 


BY WM. J. GILLETTE, M. D., TOLEDO, O 


Professor of Abdominal Surgery and Gyuccsiogy, Toledo Medical — 
Surgeon te Robinwood Hospital. 


March 1, 1901, I was called to Angola, Ind., by my friends, 
Drs. H. G. and W. W. Wood, of that city, to see a little girl 
two and a half years of age, who was said to have swallowed a 
ladies’ hat-pin nine days prior to my visit. 

On examination of the patient (at Dr. Wood’s Sanitarium), 
the mother gave the following history: 


HAT-PIN IN STOMACH. 


Nine days before, while leanihg over a stand playing with 
a hat-pin, the child suddenly fell and began to choke. The pin 
disappeared, and as soon as the choking was over, she vomited, 
and a little blood appeared in the vomitus. She continued hav- 
ing pain until a physician arrived and an opiate was given. She 
was relieved for the time, but the pain recurred and has con- 
tinued at intérvals up to the present. Milk and solid food had 
been offered the child, but she took little of.it, and had become 
much emaciated. Opium had been given continuously to relieve 
the pain and restlessness. 

An X-Ray examination revealed a line extending from about 
the middle of the lower rib, on the left side, to the umbilicus. 

The little patient was gp ‘under an anesthetic, and with 
the assistance of Dr. H. L. Green, the abdomen was sterilized 
and opened. The io was raised into the incision when a 
foreign body in it was readily felt. An incision was now made 
thru the wall of the stomach, and with a forcep the head of the 
pin was graspt and brought out. The pin (an ordinary ladies’ 
hat-pin) measured six and a half inches in length, surmounted 
by a glass head the size of a pea. 

After removal of the pin, the opening in the stomach was 
rapidly closed by a continuous silk suture, the threads passing 
thru all the coats, and another, finer, was employed to unite 
serosa to serosa. The child was given a little fluid food six 
hours later, which was well borne. The wound healed by pri- 
mary union and the patient made an easy and rapid recovery. 

That a child so young should swallow an object of this 
character seems almost incredable. ; 


PROBANG IN STOMACH. 


In this connection I might mention a case which I reported 
in the New York Medical Journal about March, 1899, in which an 
old gentleman, while swabbing out his throat with some absorb- 
ent cotton on the end of a brass probang, seven inches in length, 
suddenly swallowed it. I saw him a few hours after the acci- 
dent, and, assuming that he had made a mistake in-thinking he 
had swallowed it, I advised no operative interference, unless 
trouble should ensue. Four months later, or January 11, 1899, 
he sent for me, when I found him complaining of pain in his 
left thoracic wall. On examination, between the eighth and 
ninth ribs on this side, I could readily detect the end of a for- 
eign body under the skin, which was evidently .the long-lost 
probang. I at once had the patient removed to Robinwood Hos- 
pital, in Toledo, when, making a small incision between the 
eighth and ninth ribs, close to the cartilage, I graspt the end of 
the probang and easily withdrew it. It measured seven inches 
in length, and had evidently perforated the stomach, diaphragm 
and thoracie wall. 


PESSARY IN BLADDER. 


March 11, 1902, I was called to Wakeman, by my friend. 
Dr. Geo. J. Roberts, to see an old lady sixty-seven years of age, 
who was suffering severely with what was supposed to be some 
uterine trouble. No examination had been made by her physi- 
cian, and her statement was that she was suffering from pro- 
lapse of the uterus and incontinence of urine. On examination 
I found the handle of a cup-pessary protruding from the vagina. 
and extending over the pubis. On attempting to remove it. T 
found that its cup was firmly and immovably fixt, the least 
manipulation of the handle giving excruciating pain. The sur- 
rounding parts were excoriated from the constant dribbling of 
most fetid and offensive urine. 

Placing the old lady under an anesthetic, I found that the 
cup of the pessary had perforated the bladder wall, and was 
entirely within it. Even with firm traction, I found it impossi- 
ble to dislodge the cup from its position, and was compelled to 
make a free incision into the bladder, which was extremely 
hemorrhagic—the hemorrhage with difficulty being controlled 
Thru this incision I found the cup of the pessary surrounded 
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by a calcarious deposit the size of a small hen’s egg. The cup 
and deposit were with great difficulty removed. The bladder 
was thoroly irrigated and the wound closed as accurately as possi- 
ble. The patient recovered from the operation. but was left 
with a vesical fistula which has, as yet, not been repaired. This 
case emphasizes well one of the dangers which may arise from 
the use of such abominations. 

Curiously enough, the old lady did not attribute her suffer- 
ings to the presence of the pessary. For the past six months 
she had been confined to her bed, and could only sleep face 
downwards, 

CATHETER IN UTERUS. 

The following illustrates well the marvellous powers of 
nature in casting off foreign substances from some of the cavi- 
ties of the human economy. This case I mentioned in the Amer- 
ican Medical Compend for August, 1902, and was one in which. 
five months prior to my visit, the patient, believing herself preg- 
nant, had consulted an irregular physician to produce an abor- 
tion. “The doctor put something into the uterus,” was her re- 
mark. She was told to go home, and whatever was there 
would come away. Nothing at any time, except a little blood, 
appeared. Six weeks or two months after, she began to suf- 
fer with severe distress in the lower abdomen. Time went on 
and the distress and soreness increast, and her physician, Dr. 
E. G. May, began to notice a swelling just above Poupart’s liga- 
ment, on the left side, which was poulticed. This enlargement 

,increast from day to day, until finally it broke, discharging 
large quantities of foul-smelling pus, and a hard substance ap- 
peared. This was graspt with a forcep and withdrawn, and 
proved to be an old-fashioned, full length, linen, male catheter. 
about number 10—without question the “something” which had 
-been introduced into the uterus five months before. 


AUTO-INFECTION IN SURGICAL AND GYNECOLOGICAL 
PRACTICE, 


BY JAMES FRAUNFELTER, M.D., CANTON, 0. 
Consulting Gynecologist to the Aultman Hospital. 


Very much has of late been said of auto-infection in surg- 
ical, and particularly gynecological, work. A little time given to 
its consideration may not therefore be wasted. 

It has been well said, that man is a receptacle and labora- 

tory of poisons; that is, within his organism is carried on those 
processes which must inevitably and ultimately result in death. 
had not nature provided various means and special organs to 
neutralize and carry off the many-formed poisonous substances. 
These specialized organs (the skin, lungs, intestines. and kid- 
neys) we designate the emunctories, the liver being the principal 
organ whose function is to arrest and neutralize the toxines on 
their way to the general circulation. The healthy, combined 
action of all these organs, when performing their functions prop- 
erly, is capable of preventing auto-infection or self-poison. But 
when a pathological condition of the above organs or a functional 
disturbance supplant the physiological; when that well-adjusted 
balance which nature maintains normally, between the toxines 
produced and the quantity neutralized and eliminated, is dis- 
turbed, then it is that we see evidences of auto-intoxication or 
self-poisoning results. We see this perhaps most often in our 
gynecological cases, where nervous symptoms dependent entirely 
upon non-elimination of poisons (chiefly from constipation) are 
referred to all sorts of pelvic troubles; and sometimes operations 
are performed when attention to elimination is all that is 
needed. 
This most grave condition has existed since the creation of 
man, and yet the term was never used until 1884, when Netter, 
so far as is known, first applied the term in a somewhat nar- 
row sense, including only those cases in which the poisoning 
occurred from materials normally present in the body. It was 
not, however, until 1896 that Bouchard fixt its place in medical 
literature; his classical researches opened the way for all sub- 
sequent laborers and broadened the use of the term. 

Physiology teaches us that as organs of excretion, the lungs 
are only concerned in the elimination of certain poisonous prin- 
ciples, chief among them being carbon dioxide. The skin, as 
an emunctory, is of great importance, carrying off thru the sweat 
glands large quantities of water as well as a great amount of 
the waste products of the body, held in solution, such as the 
salts of sodium and potassium, the fatty acids, volatile poison- 
ous principles and other products of tissue change. Upon its 
Proper excretory action depends the life of patients suffering 
from septic fevers. 


mentitious receptacle. We are all familiar with the fact that 
its power for absorbing toxic as well as nutritious principles is 
very great, and that many of the derangements of this canal 
are brought about as a direct result in a large measure by pu- 
trefactive changes, due to our modern methods of preparing 
foods, the manner in which we eat them and, last but not least. 
our utter disregard for healthy exercise in the open-air. The 
last-named is an element often not seriously considered by our 
gynecologists, who use their local treatments to perfection, but 
allow the patients to sit quietly in the house day after day; and 
then wonder why a cure is not obtained! 

The kind and quantity of bacteria that actively exist in the 
alimentary canal depend not entirely upon the character of the 
food ingested, but as much and possibly more upon the healthy 
functions of the digestive organs. Our protection from these 
toxines, which are poured into our circulation from numerous 
sources, but principally from the alimentary tract, depends upon 
a variety of conditions, which may be favorable or otherwise, 
and our protection may be sufficient for our needs at one time, 
deficient at another, and entirely fail at still another, which 
latter condition may mean the rapid extermination of our exis- 
tence. 

To correct and guard against the above conditions, we 
have the liver coming to our rescue; this secretes a well-known 
product, bile, and perhaps of all other secretions it bears the 
larger part in lessening the evil effects of the intestinal toxines, 
tho recently it has been claimed—especially by surgeons «vho 
have allowed all of the bile to escape thru fistulous openings— 
that it is almost purely excrementitious in its character, and 
has but little effect on digestion, and but few of the germicidal 
qualities hitherto attributed to it. But still most of us believe 
that the liver, thru its secretion, stands guard at the very por- 
tals of life, inspecting, as it were, the various substances that 
are prepared for absorption from the intestinal tract and pass 
into the general circulation; these carrying nourishment to the 
different tissues of the body, to maintain healthy growth and 
repair. Mosse, who used ordinary ox-gall in his investigations, 
in the questions of the power of bile in preventing decomposition 
and bacterial growth, found, as the results of his investiga- 
tions in this connection, that it might be of value in preventing 
intoxication by limiting bacterial growth, but that the products 
of decomposition must be gotten rid of by the use of adminis- 
tering cathartics. 

But the bile, which is now considered an excrementitious 
secretion of the liver, is not the most important secretion of that 
organ. In recent years it has been found that an internal secre- 
tion (glycogen and urea) are the more important; it is well known 
that an animal cannot live without its liver, while it will be little 
inconvenienced by the continuous escape of the bile thru a fistu- 
lous opening. The most prominent and common symptoms that 
are produced by the absorbtion of the secretions of the liver, as 
a result of some pathological condition, suppressing or retarding 
the bile outflow (such as catarrh of the bile duct or duodenum, 
gall-stone and organic disease of the liver itself) are jaundice, 
vertigo, headache, disturbance of the mental faculties, pruritus, 
nausea, &c., none of which can properly be called a disease, but 
resulting from some functional disturbance or pathological dis- 
ease of the liver. At the present day this group of symptoms 
constitute one of the most interesting in the entire field of sur- 
gery: Operations upon the gall-tract are most popular and give 
most brilliant results in cases attended by “autointoxication” 
from biliary obstruction. 

The kidney may be considered a “specialist” in this connec- 

tion, as its function is strictly limited to the work of secreting 
and carrying off excrementitions and waste products from the 
whole body, and in doing this work, the kidney does not appear 
to encroach in the slightest degree upon the duties of any other 
organ. In this respect the urinary tract can be designated as 
purely excretory, in striking contrast to the intestinal tube, with 
its almost unlimited power of absorbing its varied contents. 
Again, the urinary tract has little or no power for absorbing the 
urine as it passes along its channel in a never-ceasing stream, 
so long as the mucous membrane is in a healthy state; hence we 
conclude that auto-infection from absorption along the urinary 
tract is impossible, so long as the secretion is normal and the 
epithelium is intact. 
Bouchard, from his investigations, has found that a healthy 
man throws off enough poison in his urine of fifty-five hours to 
kill him! This shows the necessity for careful investigation of 
the urinary apparatus in every case presenting symptoms of 
auto-intoxication; and the immediate surgical correction of any 
obstruction to the outflow. 


The intestinal tract may be properly considered an excre- 


The function of the lower portion of the urinary tract is 
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simply to carry away the waste and poisonous materials resulting 
from tissue metamorphosis; materials which have served their 
purpose in our organism, whilst the kidney itself is performing 
that delicate and most important work of removing from the 
circulation those poisonous and waste products of tissue change, 
which is well known would destroy life if allowed to accum- 
ulate, according to Bouchard, beyond 55 hours. Constant de- 
mands are made upon all the resources of nature, to provide 
material to enable the cellular elements to maintain their proper 
proportions and quantity; on the other hand, the elements that 
have served their purpose in the economy are cast off as excre- 
mentitious matter; the blood-stream receives into its current the 
waste and now poisonous materials, of which it must be freed. 
if the different organs of life are to run smoothly on. We can 
further claim without fear of contradiction that the kidneys and 
the other emunctories, when in a healthy state, receive enough 
of the tissue-waste from the blood to prevent self-poisoning, but 
when the various emunctories, especially the kidneys, become dis- 
eased, the case assumes an entirely different aspect. The toxines 
are not excreted or removed from the blood in that constant de- 
gree to preserve that well-adjusted balance known as health. 
and consequently we observe the effects of auto-infection. 

This subject, for convenience of discussion, might be divided 
into two general forms, that produced by toxines absorbed from 
the intestinal tract and intoxication produced by poisonous prin- 
ciples generated as a result of tissue metamorphosis. Examples 
of the first form are the nervous phenomena in digestive disturb- 
ances, such as neurasthenia, hysteria, dyspepsia, asthma, irregu- 
lar heart action, mental disturbances, etc.: and of the second 
form (or interstitial variety), we may have uremia, diabetic coma. 
lenkemia, etc. 

There appears to be a diversity of opinions on this subject, 
as well as on many others. A. Robin concludes from his investi- 
gations that there is absolutely no evidence that gastric toxines 
exist; that they have never been isolated, and that it is impossi- 
ble either to deny their existence or to show that they exist; 
that the whole theory of auto-infection from the digestive or- 
gans rests purely upon analogy, and that there are no definite 
details known upon which one could base intelligent therapeusis, 
He further states that the attempts at antisepsis of the stomach 
by administering drugs have been almost valueless, so far as their 
influence upon so-called auto-infection is concerned. He does 
not deny there is such a condition, but claims that there is no 
proof of its existence. 

I trust I have made my position plain in reference to auto- 
infection. That it cannot be, strictly speaking, called a disease, 
but that it is only a result of some pathological condition or func- 
tional derangements of the various emunctories of the organism, 
and that a satisfactory knowledge of its true clinical features 
eannot be attained without giving more thoro thought and at- 
tention to the probable causes; its importance in the treatment of 
general surgical cases, as well as the more specialized gynecolog- 
ical, is at once apparent. If I have aroused the interest of sur- 
geons and gynecologists in this often-neglected field, I am satis- 
fied. 


SURGERY AS A LAST RESORT.* 


BY F, F. LAWRENCE, M. D., COLUMBUS, OHIO. 


Clinical Lecturer on Diseases of Women and Abdominal Surgery in 
Starling Medical College. 


Irom the day of Galen there have been doctors who believed 
that surgery should be considered only after every other known 
treatment has failed! That the processes of reasoning upon 
which this opinion is based are fallacious and founded upon 
wrong use or interpretation of surgical work is no doubt capable 
of demonstration. But’ whatever be the reason for its ancient 
existence, the chief points now are: 

1st. Prejudice (on the part of the patient), born of dread 
of pain and fear, and exaggerated by unfortunate results follow- 
ing operations. 

2d. An overwhelming confidence (on the part of the physi- 
cian) in the recuperative powers of nature and in drug action. 

3d. The failure to recognize the fact that certain diseases and 
conditions are from the very outset surgical; and the too preva- 
lent use of the term “surgery” as a synonym for “vverating,” 

4th. . Commercial or financial considerations. 

Prejudice, as a rule, may be defined as an unreasonable opin- 
ion of, or an unjust dislike or aversion for a thing. In ike preju- 
dice against surgery we find no very markt exception to this 
rule of definition, altho in pre-anesthetic days the intolerable suf- 
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fering consequent upon surgical effort was a just cause of dread, 
and in pre-aseptic days the dangers of infection were not imag- 
inary. Anesthetics and asepsis have done (and will do much) to 
convince the world that surgery is truly conservative, altho it 
must be admitted that some things have been and probably will 
continue to be done by unscrupulous or ignorant operators under 
the protection of anesthesia and asepsis to tend to keep alive this 
prejudice. The unfortunate results following surgical operations 
performed as a last resort even by men of rare skill and surgical 
judgment, have had, and will continue to have, an ill effect, which 
has been augmented by the more numerous unfortunate results 
of operations attempted by those whose opportunities have been 
too limited to fit them for the work, or by those whose surgical 
acumen is not of that type which recognizes the impossible ere 
death puts his seal upon it. It is axiomatic to state that no surs- 
ical (or medical) dictum can be considered sound which has not 
a foundation in anatomy, pathology and philosophy; also, that 
ideal surgery is always conservative. If these statements be 
true, it must follow that surgery as a last resort would long ere 
this have been ancient history were there not a fault either in 
the teaching or the practice of surgery, or both. 

What fault can be noted, in either teaching or practice? 
What reason can be assigned for cases being referred to the 
surgeon only after “the day of grace has been sinned away’’? 
If the reason be that the medical attendant does not recognize 
the condition as a surgical one until too late to save, whose fault 
is it? Neither the man who practices internal medicine exclu- 


sively nor he who limits his work to surgery nays sufficient at- © 


tention to diagnosis in most obscure cases: the one relies too 
much on treatment of the symptoms, the other upon exploratory 
incisions! In our colleges too little attention is paid to the de- 
velopment of the clinical picture to small groups of students; too 
much to the pomp of the clinic of a great amphitheater. Our 
teachers of surgery especially should more thoroly impress upon 
students the fact that certain diseases or conditions are primar- 
ily surgical and never benefitted by other than surgical meas- 
ures; and that of these some are from the beginning operable, 
others non-operable in character. 

(Thus: that a strangulated hernia should not be treated by 
pushing, pulling and poulticing until the patient is moribund 
before operation is suggested—such treatment is just to neither 
patient nor surgeon; or that appendicitis (known to be such) 
should be fomented, purged and narcotized for days before a 
surgeon is called to decide upon the propriety of operative proced- 
ures—-such measures often mean the useless sacrifice of a life; 
or that cancer of the breast, uterus or rectum, (easily recognized 
as such) should be permitted to go until there is extensive involve- 
ment of lymphatics, means to rob the patient of her only hope 
and place surgery in an absolutely helpless position. These are 
only a few of the conditions which are purely surgical from their 
earliest stage, and in which any and all forms of treatment not 
surgical should be abandoned.] The overweaning confidence in 
Nature’s powers and in drug action has sacrificed a good sized 
army of cases of appendicitis on the seductive altar of opium. 
All too many cases of uterine cancer have gone to the grave, the 
result of too much faith in “local medication” and tampons used 
to “cure” (a so-called) “ulceration or catarrh of the cervix.” 

On the same theory, quinine should be withheld in malarial 
intoxication until we were convinced that the patient will die 
very soon unless we give it. 

The great end then to be sought in our teaching is, 1st, ac- 
curate diagnosis; 2d, immediate surgical attention. Teaching by 
personal clinical drill of each student, not only in medical but 
in surgical diagnosis, and forcing to the front the idea that diag- 
nostic ability will save more lives than will operative technic, is 
therefore most important. The goal of absolute accuracy in di- 
agnosis of obscure conditions may never be reacht, but we will 
more nearly approach this degree of perfection by working after 
that ideal. 

Another very important reason we should endeavor to de- 
termine the existence of a condition past remedy by surgery, and 
in such cases decline to act, is the fact that the influence of the 
death of such cases may be such as will cause many others who 
might be saved by earlier operation to decline such treatment. 
Surgical acts are constantly making for better or for worse. In 
other words: it is as much the province of surgery to determine 
the need of, or. utility of, an operation (and in hopeless cases to 
decide against operation) as it i8 to operate in suitable cases. No 
operation of magnitude should be attempted unless the surgeon is 
fairly sure either cure or markt benefit will follow—every failure 
to relieve “gives a black eye” to surgery and aids in prolonging 
the prejudice"that surgery should be only the last resort. Con- 
servatism in surgery, as elsewhére, must be made to mean not 
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only the greatest good to the individual, but the greatest good to 
the greatest number. Our guide should be a code of action 
which does for the right, regardless of prejudice, money or fame. 

A gangrenous member, be it leg, arm, or appendix, demands 
prompt removal in the interest of both life and health. In many 
cases the way is clear, but there are certain cases of brain lesion, 
intra-thoracic, and intra-abdominal diseases, in which the way is 
not so clear. Our only safe guide, then, is without any com- 
,mercial or other considerations, to ask ourselves and honestly 
answer this question: If this were my father, mother, sister, broth- 
er, wife, daughter or son, what would I do or desire done? The 
sincere answer will always be a, reasonably safe rule of action. 
That commercial consideration can be entirely eliminated, is 
under present conditions probably too much to expect*. Doctors 
are only men, and as such are compelled to provide for human 
needs. It is unfortunate for the scientific development of our 
profession, as well as for the real Hippocratic spirit, that the 
money question cannot be entirely eliminated, and yet I am 
convinced that a large majority of our profession can and do 
frequently lay aside every monetary consideration, personal com- 
fort and all probabilities of fame in the sincere desire to do the 
best for the patient. 

There is, however, a2 phase of commercialism which does not 
enter into this question—from the patient’s side. He has learned 
to look upon surgery as expensive, and is reluctant to incur 
that expense until forced to do so. Reasoning from false prem- 
ises always results in a false conclusion, and so in this case. He 
does not consider for himself: 1st, the value of his own life; 2d, 
the increase of risk by delay; 3d, the cost to the surgeon in pre- 
paring himself to competently do the work; 4th, the amount of 
work involved and the wear and tear on the surgeon’s life; 5th, 
the responsibility assumed and the risk of reputation, damage 
suits, malpractice, ete., incurred by the surgeon. Too often, in- 
deed, the family physician also fails to consider any of these 
points. One thing should be kept in mind. The charges of sur- 
geons do not over-compensate the effort. If the patient dies from 
anesthetic, who has to bear the criticism? The surgeon, al- 
tho he may have had all one mind and one pair of hands could 
do to do the necessary work, and compelled to entrust anesthesia 
to some one else. The patient often cannot see beyond the time 
required to perform the operation. The family physician some- 
times entertains the false idea that it will work to his financial 
or professional detriment if he asks for surgical council. My 
personal experience has been that that man is most certain of 
love and confidence from his patients who lays everything aside 
but the welfare of his patient. 


CONCLUSIONS. 

1st. Some conditions are surgical and should be surgically 
treated from the start. 

2d. The question of operation should be determined by the 
surgeon and not by the practitioner, whose opportunities and ex- 
periences have been restricted. 

8d. Last resort operations should seldom receive the sanc- 
tion of surgeons. 

4th. To the lay mind a surgical operation is a surgical op- 
eration regardless of the skill of the operator or the condition of 
the patient. 

* 5th. The harm done to the living who may be influenced in 
cases of similar character should always be considered before we 
stigmatize surgery by operating upon moribund patients. 

6th. In only rare cases should surgical operations ever be 
advised or sanctioned in which there is not a reasonable hope of 
prolongation of a useful life or cure in case the patient survives 
the immediate effects of the operation. Yet no case should be 
considered too desperate to attempt, in which we know if opera- 
tion is survived, cure will result, as in cases of strangulated 
hernia, intestinal obstruction, extra-uterine pregnancy, etc. 


*The demand of socialists: that the government employ surgeons at stated 
salaries without fees, is the rational solution of this part of the problem.—Ed, 


TWO SUCCESSFUL OPERATIONS FOR BRAIN TUMOR.* 


BY JOSEPH RANSOHOFF, M. D., F. R. C. S., CINCINNATI, OHIO. 
Professor of Principles of Surgery in the University of Cincinnati. 


Operable tumors of the brain are rare: only 6 per cent of all 
cases thus far reported were amenable to operative treatment. 
Permanent recovery from operation is also rare. Hence every 
case carried to a successful issue is worthy of record. 

CASE I. A. L., 32 years old, admitted to Cincinnati Hos- 
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pital June 1, 1893. Family history negative; patient denies ever 
having had syphilis; never sick before. Present trouble began in 
1890 with “cramps” of left leg and foot; these became bad in 
January, 1893, convulsions beginning in foot, then extending up 
the leg and finally involving whole body; spasms followed by 
unconsciousness of several minutes and somnolent condition of 
some hours; much headache; no vomiting; no disturbances of 
sensation. Examination of eye tended to confirm diagnosis of 
cerebral tumor. 

He was trephined June 28, 1893, an opening two by three 
inches being made over upper Rolandic area. A tumor was 
found beneath the dura over the foot center and extending into 
the parietal lobe. The mass, size of a hen’s egg, was easily 
shelled out, leaving a clean cavity. It seemed to spring from the 
pia mater. The wound was packt lightly with gauze. 

Immediately after his recovery from the anesthesia there 
was total paralysis of the left arm. This, however, was rapidly 
recovered from. 

The patient left the hospital six weeks after the operation, 
with the wound entirely closed. He has presented himself with 
the wound entirely closed. He has presented himself to Dr. 
Hoppe from time to time during the last nine years. From time 
to time he has light epileptic seizures and there remains a slight 
paresis of the left arm and leg with slight rigidity. In this case 
thé operation saved the life of the patient, relieved his heart 
symptoms and diminisht very markedly the number of epileptic 
seizures. Altho it failed to completely cure him, there is no recur- 
rence of the growth after nine years. 

CASE II.—E. O’B., aged 30, single. Father living, mother 
died of heart disease. Five years ago the patient suffered from 
pulmonary tuberculosis, which was manifested by hemorrhages, 
infiltration of the left apex, and the presence of tubercle bacilli 
in the sputum, evening rise of temperature and loss of weignt. 
He was referred to Dr. J. T. Whittaker, who treated him with 
tuberculin. He recovered entirely from the pulmonary tubercu- 
losis, and followed his vocation, that of a traveling salesman. 

On Jan. 29, 1901, while eating, there was a sudden twitching 
of the lip on the right side followed by a twitching of the right 
thumb, index and middle fingers. The entire arm was drawn up- 
wards and backwards and then he lost consciousness. A second 
attack occurred as he was closing his satchel. This time it began 
in the fingers, which seemed to clutch the satchel; the arm and 
shoulder were then drawn up and he again lost consciousness. I 
saw the patient shortly after this attack, and his description 
thereof was very clear up to the moment of the loss of con- 
sciousness. How long the unconsciousness lasted he is unable to 
tell. A third attack came on July 20, and a fourth one August 
20. When seen about this time by Dr. Zenner, slight attacks of 
a different character developt. Sometimes they consisted of only 
a peculiar sensation of numbness in the thumb; again, there was 
a stinging sensation in the thumb, index and middle fingers. More 
rarely there were also slight clonic spasms in these fingers. 
Sept. 14, 1901, he had a paroxysm of clonic spasms of the right 
side of mouth and of hand and arm, followed by a general con- 
vulsion. No headache; no vomiting; no other signs of central 
focal lesion. At suggestion of Dr. Zenner he was put on potas- 
sium bromide for three months, during which time he had no 
convulsion, tho he continued to have peculiar sensations in the 
lips and fingers; no symptoms of increast intracranial pressure— 
no headache, vomiting or optic neuritis; but, slight symptoms of 
paresis were appearing, especially noted in fingers and right 
side of mouth. On discontinuance of bromides the convulsions 
recurred, beginning as before. 

Notwithstanding the absence of general symptoms of brain 
tumor the focal symptoms were so characteristic that it was de- 
termined to operate. 

At operation, February 11, 1902, the psycho-motor area was 
exposed by an opening three by three and a half inches. There 
was no pulsation of the dura. On account of persistent hemor- 
rhage the scalp was closed with temporary sutures of silk-worm- 
gut, and compress applied. February 14 the wound was opened 
without anesthesia and the dura incised. Inspection and touch 
failed to reveal anything. The patient was therefore made to 
sit up, allowing the brain-mass to recede so that palpation be- . 
yond the wound-margins was made possible. A distinct indura- 
tion was made out beneath the ascending frontal convolution. 
Chloroform was now administered. With rongeur forceps the 
cranial opening was enlarged. The convolution over the indura- 
ted space presented a normal appearance, except for the abnor- 
mal size of the pial vessels. The ascending frontal convolution 
was incised. Perhaps half an inch below the surface a tumor 
was exposed and easily shelled out. Its position was such that its 


narrowest part presented toward the cortex. Its long atis was 
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inclined backwards and inwards thru the corona radiata and 
toward the ventricle. The hemorrhage, while free, was easily 
controlled by pressure. One cortical vein required tying. The 
opening in the dura was closed with fine silk and the external 
opening closed by interrupted sutures, a strand of silk-worm-gut 
being left for drainage. The center of the flap was buttonholed. 
and thru the opening a gauze tampon was lightly placed against 
the dura. The patient recovered promptly from the operation. 
The first dressing was changed on the tenth day, when a com- 
plete primary union had taken place. During two or three days 
after the operation there was a slight paraphasia, and an inability 
except with great effort to move the right hand and forearm. 
Within a week the muscular control had been largely regained. 

An examination of the tumor, made by Dr. Wolfstein, showed 
it to be a solitary tubercle, with the usual number of giant-cells 
and the degenerate area which take the stains badly. 

Three and one-half months have elapst since the operation. 
The patient has gained fifteen pounds in weight. He has had no 
convulsions of any kind since the operation. The numbness has 
entirely disappeared. There still remains a decided weakness of 
the flexors of the thumb, index and middle fingers. I would be 
tempted to use Faradization were it not for the experience of 
Heidenhain, whose patient went into a Jacksonian convulsion 
when the current was applied. He believes that perhaps this 
was the exciting cause of the general epilepsy which followed. 
Altho there has been no indication of a convulsion in the second 
ease, I have placed the patient for one month on the bromide of 
potassium, intending to keep it up for several months. The pa- 
tient can neither write nor fasten a button. 

The case just reported presents many: interesting facts from 
the view points of diagnosis and treatment. The general symp- 
toms of brain tumor were altogether absent. Nevertheless, when 
the skull was opened the absence of dural pulsation indicated an 
increast intracranial pressure which was relieved by the tre- 
phining alone, for after three days (when the wound was opened) 
the pulsation of the dura was normal. The tumor when removed 
displaced 12 grams of water, a mass pressure to which the brain 
accommodates itself. Much larger growths develop without the 
usual pressure symptoms, headache, choked discs and vomiting. 
Kroenlein recently reported a case in which the operation failed 
to reveal a.tumor. A year later an autopsy revealed a subcortical 
growth as large as an apple. The symptoms were altogether 
focal. Similar cases are recorded by Hitzig and Bramwell. In 
the former the operation failed to disclose a tumor. Death de- 
velopt in three months: In the left centrum ovale a tumor was 
found 9 cm. long and nearly 7 ¢c.c. wide. There were no com- 
pression symptoms at the time of the operation, notwithstanding 
the large size of the growth. The value of general symptoms in 
the diagnosis of cerebral tumors is shown by a statement of 
Bergmann that to make the diagnosis of a cerebral tumor with- 
out the existence of headache as the most prominent of them is 
always venturesome. Cases like the second recorded (and they 
are not rare) go to show that the diagnosis is indeed most easily 
made while the symptoms are altogether focal; while they are 
still unmaskt and unaffected by increast intracranial pressure. 
With the development of the latter the value of the focal symp- 
toms decreases, since both pressure and irritation symptoms 
seemingly focal are very common as a result of increase of intra- 
cranial tension. This explains the frequency of failure io find 
a tumor when seemingly unmistakable localizing symptoms are 
present. Against 104 cases in which operations were successful 
as to finding and removing a growth, there are 157 in which the 
operation was unsuccessful in one or other regard. The proportion 
of negative results is doubtless greater than even these figures in- 
dicate. Of eight trephining cases I was successful in three. 
Bergmann in the Moscow Congress conceded four negative results 
to one positive. He has since, however, reported five cases in 
which the search was followed by the finding of a tumor or 
cyst. 


THE DIAGNOSIS OF EXTRAUTERINE PREGNANCY.* 


BY CHAUNCEY D. PALMER, M. D., CINCINNATI, OHIO. 
Professor of Gynecology in the Medical College of Ohio. 


The subject of diagnosis of ectopic pregnancy is best intro- 
duced by this case-report: 

Mrs. M—, 28 years of age, was of good health when married, 
in January, 1901; history of dysmenorrhea only. Soon after mar- 
riage she was confined to bed with pelvic pain, uterine hemor- 
rhage and fever. For one month before my examination (Feb. 
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4, 1902), she had constant but never profuse metrorrhagia, with 
some special pelvic pain—irregular in time and intensity, neither 
paroxysmal nor very severe. She was anemic when seen; 
blancht from loss of blood; temperature normal. A physical ex- 
amination revealed a uterus somewhat enlarged, partially fixt, 
in a position of retroversion and retroflexion. A distinct full- 
ness, about the size of a lemon, not tense, not pulsating, but in- 
durated and tender, was noticed in the right vaginal cul-de-sac. 
The os was undersized, the cervix conoid; neither cervix nor va- 
gina were discolored, 

There seemed to be a condition demanding curettage and 
abdominal section—the one for the endometrial disease causing 
hemorrhage, the other for removal of the mass in the pelvis. 
Operation was done Feb. 7, 

The uterus, found three and a half inches in length, in its 
backward displacement and flexion to the second degree, was 
thoroly curetted, when an unusual amount of soft, pultaceous 
structure was removed from its cavity; then freely irrigated 
with hot sublimate water, but not packt. The vagina was well 
filled (especially its posterior cul-de-sac) with iodoform gauze. 
to elevate and to antevert the uterus. On section the pelvis was 
found filled with at least two pints of dark, clotted blood, which 
apparently, for the most part, had been there for a week or 
more; the left ovary and tube normal; the uterus moderately 
adherent, by peritoneal adhesions in its retroverted position; the 


right ovary and tube in a state of chronic inflammation and dis- 


integration; while in Douglas’s space and to its right, a soft, 
boggy mass, of the size mentioned. This was removed with but 
little force, and the appendages of the uterus of that side ex- 
sected, after thoro cat-gut ligation on the pelvic and uterine 
ends. The gaping surfaces: were overstitcht, and the peritoneal 
cavity was then cleansed with sterilized gauze, and freely irri- 
gated with gallons of hot (110 degrees F.) salt water, of which 
a large quantity was left in the abdomen. 

Convalescence was almost undisturbed. The lochial dis- 
charge continued in the usual way for about ten days. Menstru- 
ation first reappeared a few days since, normal in quantity, dura- 
tion and painlessness. 

The specimen removed presented the appearance of a pro- 
duct of conception; a microscopical examination made by Dr. 
Whitacre has confirmed this suspicion. It lookt like a blighted 
ovum from carneous degeneration. 

Now, while the possibility of ectopic gestation was consid- 
ered in this case, it was not seriously entertained, for the reason 
that few of its classical symptoms and signs were recognizable. 
There was no history of a pregnancy; there had been no men- 
strual suppression; there were no signs of a ruptured ectopic 
sac; intra-peritoneal hemorrhage was not suspected. Of course, 
the right extrauterine mass was of a kind the exact nature of 
which nothing save an abdominal section could reveal; or at 
least so it seemed to me. 

It seems clear that this woman became infected soon after 
marriage, and developt pelvic peritonitis and salpingitis; and 
reasonably probable that this ectopic gestation was resultant on 
the previous disease, for salpingitis does injure the ciliae of the 
tube epithelium, and prevent the normal passage of the ovule to 
the uterus, favoring its displaced implantation (most frequently 
in the ampulla of the tube). The osteum abdominalis, usuafy 
permanently closing early in ectopic gestation, remains open for 
a longer period in cases like this. : 

The most plausible explanation, then, of the presence of this 
intra-pelvic product, found loosely attacht about the right ad- 
joining tube, is that it was a product of ectopic conception and 
gestation, which, located first near its fimbriated extremity, had, 
in its natural development, become extruded from its lumen, to 
and within the peritoneal cavity; or, in other words, was a con- 
dition known as tubal abortion. And, as a consequence, the per 
itoneal hemorrhage, not abrupt as from tubal rupture, became 
continuous over many days. 

Tubal abortion resembles early uterine abortion, in that 
there is the usual uterine hemorrhage; but, in addition, there is 
the intra-peritoneal loss of blood, at times appalling in its ef- 
fects. Death often occurs in this way. The indications for sec- 
tion then become at once urgent. 

In recent light it is but fair to state that most cases of intra- 
peritoneal hematocele arise from ectopic gestation, where either 
the tube has ruptured or has aborted its product of conception. 

Ectopic pregnancy is relatively common—far more frequeit 
than formerly supposed: Formad of Philadelphia found it in 35 
autopsies in deaths from other causes. It is often detected only 
at (and sometimes not even suspected before) abdominal section. 
But tubal abortion is comparatively rare—most cases ending by 
tubal rupture. Usually the condition is not suspected until symp- 
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- a tumor, actively pulsating, sensitive to touch, and of steady 


should be made preferably into the buttocks at their most prom- 
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toms arising from this rupture occur. In most cases there has 
been a history of pelvic infection followed by a long period of 
sterility; then nausea and vomiting appear symptomatic of preg- 
nancy, but frequently ascribed to other causes; perhaps some 
pelvic pain or discomfort may be noted, but only rarely suffi- 
cient to lead the woman to consult her doctor; suddenly an al- 


inent aspect, alternating from right to left with each successive 
injection. 

It has been my rule to give an injection every fourth day, 
using a grain dose (which contains approximately one and one- 
third grains of metallic mercury), and continuing until fifteen 
injections have been administered, that is to say, at least twenty 


most intolerable pelvic pain. is followed immediately by profound | grains of metallic mercury. In many cases I increase the dose 
shock from hemorrhage—which with the history should lead to|to almost two grains, according to the indications; without unto- 


an immediate diagnosis of ruptured tubal pregnancy. 

As the evidences of normal intra-uterine pregnancy may be 
classified into the presumptive, the probable and the positive, so 
also with the ectopic, the abnormal form. In all cases of sus- 
pected abortion, when an intrapelvic mass is afterwards found, 
one may suspect this nature of the difficulty. The presence of 


and uniform growth, are probable evidences. 

Diagnosis of ectopic gestation is generally clear—after the 
positive signs of pregnancy are present; but in the early weeks 
it is very difficult, before rupture. And the best of us may be 
uncertain in differentiation, if the case is first seen some months 
after the death of the fetus, occurring, as it does, at the end of 
normal gestation. 

A patient who has been afflicted with, and recovers from, 
conditions of ectopic gestation, not unfrequently and most nat- 
urally inquires: ‘Will I be in danger of the same predicament 
if again pregnant?’ Of course, ectopic pregnancy may be re- 
peated in the same individual. But if this misplaced gestation 
has happened in one Fallopian tube, because of certain diseased 
conditions therein, and if that tube is exsected in its relief, the 
opposite tube remaining normal, it is reasonably probable no such 
mishap will again happen with her. 


INJECTION TREATMENT OF SYPHILIS BY MEANS OF A 
NEW MERCURIAL FORMULA.* 


BY M. lL. HEIDINGSFELD, Pu. B., M. D., CINCINNATI, OHIO. 


Professor of Dermatology and Syphilology, Daura Memorial Medical College; 
Clinical Lecturer on Dermatology, Miami Medical College. 


In 1853 Alex Wood of Edinburg introduced hypodermic ther= 
apy. Mercurial injections were first administered by Charles 
Hunter and Barclay Hill, two Englishmen, in 1856. MHebra in 
1864 made a vain effort to treat syphilis constitutionally by 
means of large injections of- corrosive sublimate, and Scarenzio 
one year later carried on more successful and prolonged investi- 
gations by means of calomel injections suspended in gummatous 
solutions. All the above mercurial investigations, on account of 
the severe painful reaction induced by their administration, were 
short-lived, and would have doubtless remained unnoted and ob- 
scure had not Lewin aroused new and well-sustained interest in 
this now generally conceded important field of therapy, in 1868. 

_ Mercury and mercury alone is the sheet anchor in the treat- 
ment of the earlier stages of syphilis. On account of the objcc- 
tionable features and tardy results from the usual methods of 
administration hypodermic use would be a great gain if rendered 
possible of safe and general use. . 

Lewin demonstrated by a series of 14,000 cases that the 
duration of treatment is shortened from ten to four weeks, that 
recurrences diminisht from 80 per cent to 40 per cent, and that 
exactness of dose and immunity from gastro-intestinal distuxb- 
ances strongly recommended its adoption. 

A preparation which meets the requirements more success- 
fully, I believe, than any other is the oleum cincereum of Lang: 


Chloroform, q. s. ad solut. ................. 10. 

Conteratur usque ad perfectissimam extinctionem 

hydrargyri. 


Misce bene. 

This formula (with the following modification) has been al- 
most exclusively used by me for the past year with most grati- 
fying results. In its preparation bidistilled mercury (such as 
dentists use for amalgams) should be employed. I have found 
that liquid albolene does better than the vaseline of the Lang 
formula. As thus prepared the mixture can be readily drawn 
into a hypodermic syringe, the needle applied and successive 
doses measured off by means of the retaining screw until the 
syringe is exhausted. One additional syringeful can be held 
in reserve and in this manner the treatment of each individual 
patient requires but a few moments of time.* The injections 


ward results. By this method relatively ten times more mer- 
cury is administered with each injection than with the regulation 
15 grains of the 1 per cent bichlorid, foramid or succinamid solu- 
tions, and more than twice the amount in the regular injections 
of calomel, salicylate, thymolo-acetate, yellow oxide, etc. 

In all cases where the patient showed no markt intolerance 
to the remedy and remained free from complications, the injec- 
tions were made at regular four-day intervals, and in many cases 
with a slightly progressive increast dose. My personal exper- 
ience had impresst me that there are no special indications for 
a progressive decreast dose, or a gradual prolongation of the in- 
tervals between successive injections, as strongly urged by Ull- 
mann, and Lang, in order to prevent any accumulative action and 
a consequent unfavorable action in such resulting complications 
as ptyalism, mercurial nephritis, ete. Mercurial stomatitis was 
carefully avoided as far as practical by exercising great care of 
the teeth, but, when it did ensue, as it is frequently wont to 
occur in clinical practice, its course was apparently scarcely 
more severe or intractable than that resulting from other forms 
of treatment. 

In recent infections the injections were instituted with the 
appearance of the roseola, in accordance with the well-sustained 
views of Duering, Taylor, Watrazewski; three courses of fifteen 
injections are administered during the first year of infection, two 
courses the second, one the third, and one every two or three 
years thereafter. 

A seven-eighths inch 22-gauge steel needle is employed, which 
insures that the injection is deposited deeply into the layer of 
subcutaneous fat; the injection is supplemented with a few mo- 
ments of gentle massage. In the beginning the injections were 
made with a needle one and three-eighths inches in length, in 
order to insure insertion into the deep muscles; experience soon 
taught that these injections were unnecessarily painful and poorly 
tolerated. It.is not my practice to remove the syringe from the 
needle after insertion, as recommended by Lesser, in order to 
test hemorrhage, and in more than 2,000 injections which have 
been made to date I have yet to note the slightest symptoms of 
embolism in the form of syncope, cough, pain in chest, short- 
ness of breath. The clogging of needles, an objection which has 
been raised against the use of insoluble preparations (Bayet), 
does not attain to this particular preparation; one needle suffices 
for more than a hundred injections, and is weakened and de- 
stroyed by erosion before it becomes plugged. 

During the past twelve months, out of a total experience 
embracing 240 cases of syphilis, the injection treatment, where- 
ever practical, was exclusively used, so that more than 2,000 
injections were administered. Cases that had not attained pu- 
berty or where esthetic objections were offered, were excluded. 
The method has been employed sufficiently long, and the num- 
ber of cases and injections have been sufficiently large, I believe, 
to warrant the unqualified statement that the results, as regards 
tolerance, excellence of clinical results, absence of complicatious, 
convenience and general efficacy, have exceeded the most san- 
guine expectations. This opinion is also shared by those of my 
colleagues in whose hands I have placed the remedy, whose im- 
partial, unprejudiced and unbiased judgment gives it much addi- 
tional weight. 

Pain over the site of the injection is seldom noted. If pres- 
ent, it is usually slight and manifests itself for the most part 
during the second 24 hours. Its slight and transient character 
when present is best evidenced by the fact that patients submit 


*In warm weather, some of this liquid albolene separates 
from the preparation, and floats freely on the surface, which 
gives the mercury a doubtful percentage. This can be easily 
remedied by the following modification in what may be conven- 


iently termed the “summer” formula: e 


Conteratur usque ad perf. extinctionem hy- 
drarg. et adde. 
M. Inject one-half grain every three or four days. One-half 
grain by volume contains approximately one grain of mercury by 


*Abstract of paper read before the Ohio State Medical Society. 
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willingly to the treatment and seldom voluntarily withdraw from 
the treatment, even tho they belong to the clinical ambulatory 
class. Induration over the site of the injection is usually slight 
and often imperceptible. Exceptionally patients show an idio- 
syncrasy to such a degree that localized pain and induration 
become so severe as to indicate a change to some other form of 
treatment; these patients often acquire tolerance, especially with 
diminisht dosage. A change to some other form of treatment 
became necessary because of pain and induration in eighteen 
cases, or in about 10 per cent of the cases treated. Abscess for- 
mation occurred in a single case, and was induced by careless 
administration of the injection in the hands of a student in a 
clinical case; the needle entered obliquely and the contents were 
deposited subcutaneously. 

Markt improvement was noted in all the cases; material gain 
in weight, rapid amelioration of symptoms, improvement in ap- 
petite, color and activity were evident. A few cases responded 
promptly to this form of treatment that failed signally with other 
forms, and others, that showed intolerance to internal medication 
or inunctions, readily tolerated the injections. A case of mul- 
tiple cutaneous gummata, in a physician, following a long-stand- 
ing extragenital infection, responded promptly to six ill-tolerated 
injections, after inunctions, internal administrations and potas- 
sium iodide in large doses had failed to favorably influence the 
condition. A case of severe syphilis, associated with progressive 
gummatous infiltrations and destruction of tissue, yielded prompt- 
ly and completely to one course of injections, and after other 
methods and large doses of potassium iodide failed to benefit. 
Clinical examples of this character could be multiplied almost 
indefinitely, but it will suffice to state that, in point of efficacy, 
the treatment embraces all that is desirable, and that patients 
experience markt improvement, not only during the treatment, 
but a state of well-being that persists for many months after the 
treatment is suspended. In the vast majority of cases the pa- 
tients show the greatest tolerance; in a few, owing to inexplica- 
ble idiosyncrasy, the distress is severe enough to render the 
treatment uncomfortable or a change to some other form highly 
desirable if not imperative. 

Taken all in all, its greater tolerance and the absence of 
complications should give this formula the preference over other 
forms of injections, and with the improvement in these directions 
the other natural advantages which accrue to the injection treat- 
ment over the internal and inunction methods, should give it 
the high and important place in syphilitic therapy which my 
personal experience during the past twelve months legds me to 
firmly believe it justly and deservedly holds. It has not, how- 
ever, reacht as yet that high state of perfection which bids it to 
entirely supplant all other forms; both the internal and inunction 
methods will still play very important roles, not only as separate 
forms, but also when combined with each other or with injec- 
tions, in accordance with the special indications. Every modi- 
fication which renders the injections more tolerable and at the 
same time removes the likelihood of complications, is a step 
nearer the goal, and, inasmuch as the obstacles leading thereto 
are almost purely technical, it seems not at all unlikely that this 
goal can and will be reacht as soon as mercurial injections at- 
tain the same relative tolerance that iodine injections have re- 
cently attained in iodopin. 

One word,of caution should be sounded in the use of this 
preparation: It is best to begin the treatment with a minimum 
dose (4 to % grain per injection) and to gradually increase to 
1 grain or more, in accordance with the degree of tolerance man- 
ifested by the patient. Great care should be exercised that the 
technic is properly carried out, and that a syringe, provided with 
a retaining screw, is employed; the screw should be properly set 
to guard against an excessive dose. These features should be 
forcibly impresst because their inadvertence in the hands of a 
few colleagues has been followed by untoward results. 

To recapitulate, the success of syphilitic therapy depends on 
the amount of mercury assimilated by the body, no matter in 
what form or thru what avenue it is administered. Inunctions 
are objectionable because of inexact dosage and predispose to der- 
matitis. The internal treatment is inaccurate, predisposes to 
gastro-intestinal disturbances, emaciation, anemia and the as- 
similated mercury is subjected to the altering, filtering and elim- 
inating action of the liver. The injection method dispenses with 
all the above objections and combines with rapidity of action, 
relative greater efficacy, shorter treatment, diminisht recurrences. 
Its strongest objections, in all its various forms, have been in- 
tolerance (local pain and induration), grave complications and 
small and too oft-repeated dosage, instability, difficult prepara- 
tion and administration of the remedy. These ‘objections have 


been in a measure relieved by the above modified formula of 


oleum cinereum. 


GYNECOLOGICAL NOTES. 


RICHARDSON ON CANCER OF THE UTERUS. 

Dr. Maurice H. Richardson, of Boston, Assistant Professor 
of Clinical Surgery in Harvard University, has lately written an 
interesting paper on carcinoma uteri, in the unusual form of 
questions and answers. His first is: Under what conditions may 
permanent relief be expected from the removal of malignant 
growths? He answers that it may be reasonable to expect it 
when the disease is confined to the uterus, especially when it has 
not reacht the peritoneal surface or the vaginal mucous mem- 
brane from the cervix, and there is:no involvement of the lym- 
phatic nodes. His second is: Is the removal of malignant 
growth advisable when a cure can not be reasonably expected 


and when the condition of the patient may even be aggravated?, 


This he answers in the negative, excepting when it promises re- 
lief from hemorrhage, foul-smelling discharges, etc., and then it 
is justifiable. Third: Is the extirpation of the carcinomatous 
non-prolapst uterus to be considered as one of the duties of the 
surgeon? He says it is always to be so considered. The best 
method will depend upon many circumstances. He is in favor of 
vaginal hysterectomy when the uterus is movable and the disease 
distinctly confined to the cervix and when the vagina is capa- 
cious. When the disease is confined to the fundus he prefers the 
abdominal method as also when the uterus is fixt, the vagina 
small and the fundus large. When it is necessary to dissect 
carefully the cervix and vaginal mucous membrane, and to ex- 
cise with the cervix a brodd margin of vagina, and when the 
uterus is more or less fixt and the vagina Small, he prefers the 
combined vaginal and abdominal operation. The special precau- 
tions by whatever route are avoidance of injury to the bladder, 
rectum, and more particularly the ureters and the avoidance as 
far as possible of contaminating the field with the discharge of 
the disease, A final precaution is absolute hemostasis. The dan- 
gers of the operation are suggested in the precautions. In his 
experience the cause of death from operation has almost always 
been uremia and occasionally exhaustion. In one or two in- 
stances he has known pulmonary embolism to follow hysterec- 
tomy (for fibroids). This can not be guarded against. The 
cases that can be operated upon, considering the location and ex- 
tent of the disease, are those where the disease is confined to the 
uterus, if in that body, or to the cervix if in the cervix. Thick- 
ened masses, remote metastases, infiltrations about the ureters, 
infiltrations of the vagina, the rectum and the bladder are all 
distinct contraindications. The number of cases that are suited 
for radical operation, therefore, is comparatively small, possibly 
not more than one case in ten as they reach the surgeon; and no 
case should be operated upon where there is contraindication 
in the patient’s general condition or in any 'other viscera. In at 
least 80 per cent a satisfactory diagnosis (in the present state of 
our knowledge) can be made only after the time when operation 
is not feasible. In the remaining 20 per cent dissection will show 
that in a considerable number of cases extirpation is not feasible 
and a successful issue is not to be expected. In others everything 
will favor good results. Yet sometimes disaster will follow 
the most promising prospects. He holds that there are really 
no therapeutic indications after operation, as there is no possi- 
ble prophylaxis by medication or medical treatment by which 
return of the disease can be prevented. The least recurrence 
should be dissected out when such dissection is possible, but it 
can not always be detected. If after the inflammation has 
thoroly subsided and everything is soft and lax, small nodules 
can be felt, these may be removed, tho, as a rule, such operations 
are difficult and unsatisfactory. If at the end of three years 
there is no evidence of recurrence, a permanent cure seems prob- 
able. If at the end of five years there is no recurrence, the dis- 
ease may be lookt upon as permanently cured. 


VAGINAL OPERATION FOR TUBAL PREGNANCY. 

Strassmann insists (Journal of the American Medical Asso- 
ciation) that every commencing pregnancy with disturbances of 
any kind should be investigated for ectopic gestation in its early 
stages. Whenever a young pregnant woman complains of pains 
in the side this possibility should be suggested. She should be 
warned to send for the doctor at once in case of pains or faint- 
ing. Every delay in the menses, every irregular discharge indi- 
cates examination for a possible tubal pregnancy. An ovarian 
hematoma or enlarged corpus luteum may accompany a normal 
pregnancy, but the physician should be on the alert. Tubal preg- 
nancy always causes some disturbances during the first months. 
Vaginal extirpation of the tube at this time is a certain cure 
and is less dangerous than expectant treatment. It provides the 
natural outlet for ihe product of conception and respects the 
sound organs. He has had nine cases treated on this principle, 
which he commends in high terms. 
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